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Abstract
This thesis presents an exploration of the experience and interpretation of food 
intolerance and uses the established literature in the areas of symptom perception, lay 
sources of health information, and the structure and influences of cognitive illness 
representations to illustrate and interpret how individuals make sense of this illness 
identity. The thesis consists of four qualitative studies examining food intolerance 
from three different perspectives. Study 1 involved in-depth interviews with those 
who perceive themselves to have a food intolerance, study 2 and 3 involved a content 
analysis and discourse analysis of the ways in which food intolerance is presented in 
the print media and study 4 involved in-depth interviews with General Practitioners. 
The findings of these studies, when examined as a whole, suggested several shared 
central components in the interpretation of food intolerance. Specifically, the results 
indicated that food intolerance was not interpreted as an illness per se, nor as a route 
to the sick role, but as providing an explanation for many of the nonspecific symptoms 
that frequently occur in the general population. The results indicated that food 
intolerance is experienced as having an embedded treatment, namely the avoidance of 
specific foods, which is perceived as both effective and accessible to the individual, 
and that although food intolerance is interpreted as an uncertain diagnosis, it remains 
plausible. The thesis concludes that the experience of food intolerance does not sit 
well within the theories of functional somatic syndromes and pseudo-disease that are 
commonly used to explain such conditions, but fits instead with the theory of self- 
diagnosis and lay remedies. It suggest that there may be a justification for the general 
practitioners cautiously supporting patients’ own management strategies of specific 
food avoidances for food intolerance though some guidance is required to ensure 
nutritional well-being. Further research is suggested in this area.
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Chapter 1
11
1 Introduction
The aim of this thesis is to provide an insight into the experience of food intolerance 
from a psychological perspective. It will explore how people make sense of the 
illness experience and will examine, in the light of the ambiguous nature of this 
condition, what the identity label ‘food intolerance’ represents when it is being used 
as a diagnosis. In particular, this thesis will draw upon the theoretical framework of 
the self-regulatory model of illness behaviour, developed through the work of 
Leventhal, Nerenz and Steele (1984), as it presents an elegant description of the way 
in which individuals give meaning to illness experiences and formulate strategies with 
which to counteract the perceived illness threat. While the model encompasses a 
parallel processing of the emotional representations of illness along with the cognitive 
representations, and proposes three stages in the regulation of illness behaviour -  
interpretation, coping, and appraisal, it is the processes of symptom perception and the 
cognitive aspects of the interpretive stage that are of interest in this thesis (fig 1.1).
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COPING 
STRATEGIES AND 
STYLES
COPING 
STRATEGIES USED 
TO DEAL WITH
EMOTIONAL
REACTION
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ILLNESS
OUTCOMES
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Fig. 1.1 Schematic illustration o f  the Common Sense Model o f  Illness Representations, incorporating 
the later modifications (Hagger & Orbell, 2003; Leventhal, Meyer & Nerenz, 1980). * The focus o f
this thesis.
To this end, this literature review will first describe and evaluate relevant research
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relating to the subjects of symptom perception, lay health information messages, and 
the structure and influences of cognitive illness representations. As food intolerance 
is a contested diagnosis, this literature review will also examine the literature and 
theories surrounding medically unexplained symptoms and alternative rationalisations 
for disputed diagnoses, and will finish with a review of the explanatory models and 
theories that have surrounded food intolerance to date.
It must be noted, however, that while limiting the focus of this thesis to concentrate on 
the cognitive aspects of the self-regulatory model of illness behaviour will allow a 
thorough and detailed investigation of this facet of food intolerance, however, it will 
also limit the breadth of understanding of the subject. One of the principle tenets of 
the self-regulatory model is that, in the interpretation and management of illness 
threats, there is a parallel processing of both the cognitive and emotional 
representations and that these simultaneously influence the experience, the coping 
strategies employed and the further interpretation of the illness experience itself. 
Therefore, as this thesis is not examining the emotional representations of food 
intolerance it will only elucidate one part of what is intended to be a dualistic process. 
Similarly, through the adoption and adherence specifically to these areas of the self- 
regulatory model in the investigation of the experience of food intolerance, the 
elucidation of the role that other factors, such as social and cultural influences, have in 
the experience of food intolerance will be somewhat limited in this thesis.
1.1 Symptom Perception
Symptoms play a fundamental role in the understanding of health and illness. Globally 
taken to indicate some derangement, dysfunction, or disease, the presence of 
symptoms is a constant concept in the characterisation of illness, while the absence of 
symptoms is pivotal in the lay concept of health (Borawski, Kinney & Kahana, 1996; 
Idler, Hudson & Leventhal, 1999; Lau, 1997; Lau, Bernard & Hartmann, 1989). 
Although the traditional biomedical approach to health and illness deemed symptoms 
to be a direct manifestation of pathology, the association between symptoms, health, 
and disease is complex, with often no simple or direct biological relationship between 
them (Rief & Broadbent, 2007). Instead, symptom experiences rely on both ‘bottom 
up’ processes, the recognition of physiological changes in the state or function of the
13
internal organs, and on ‘top down’ cognitive processes influenced by the baseline 
mood and affective responses of the individual, as well as the meaning the individual 
assigns to the somatic sensation (Brownlee, Leventhal & Leventhal, 2000).
The process of symptom perception occurs across a number of stages (Gijsbers Van 
Wijk & Kolk, 1997). Firstly, changes in normal bodily processes that can arise from 
diseases, from emotions, or from environmental agents and conditions, will trigger 
receptors throughout the body and will generate vast amounts of somatic information 
for processing. Despite the significant quantities of information generated, 
individuals will only ever become consciously aware of a small proportion of them, 
the subconscious mind keeping most low intensity or irrelevant somatic information, 
information that is unimportant for maintaining homeostatic balance, below the 
threshold of conscious perception (Craig, 2002; Gijsbers Van Wijk & Kolk, 1997). 
This initially selected somatic infonhation then undergoes a further filtering process 
with factors including the nature and severity of the sensation, its duration, and the 
individual’s lifetime experiences in the context of illness, influencing the level of 
importance attributed to it when selecting sensations for attention and interpretation 
(Ryan & Zerwic, 2003). The sensations that have now reached the conscious level 
will be interpreted for meaning and further importance, and it is at this stage that the 
‘sensations’ become designated, or not, as ‘symptoms’. This final perception process, 
ascribing certain sensations as symptoms, is the essential interpretive link between 
somatic experiences and illness experiences, and it is influenced by factors of the 
individual’s beliefs, expectations, and affect (Brown, 2004; Van den Bergh, Stegen, & 
Van de Woestijne, 1997,1998).
The whole process of symptom perception, from the detection, perception and 
interpretation of sensations, to their appraisal and designation as symptoms, is 
influenced by the factors of attention, emotion, and culture as well as aspects of 
experience and expectation (Cioffi, 1991; Kirmayer, 1986; Leventhal, 1986; 
Pennebaker, 1982) and these influences will now be elaborated in detail.
1,1,1 The role o f  attention
Eveiyday, individuals receive an immense number of sensory inputs, generated both 
from within the body and from the external environment. As briefly mentioned
14
above, however, only a small proportion of this information ever reaches the mind’s 
conscious level of processing. Our understanding of why certain sensory information 
is selected, rising so that the individual becomes consciously aware of it over and 
above other information and sensory input, is based on Navon and Gopher’s (1979) 
‘competition of cues’ hypothesis. This theory suggests that the amount of sensory 
input that can be consciously processed at any one time is limited, that there is a finite 
capacity for sensory information processing and that, once the limit has been reached, 
the different sensory inputs compete for conscious processing. This means that as an 
individual becomes aware of some information, the perception of other sensory inputs 
is reduced. Although there are individual differences in the selection process, with 
some individuals more internally focused, attending more readily to internal stimuli 
then external information (Carver & Scheier, 1981; Shields, Mallory & Simon, 1989), 
the general selection principle in the ‘competition of cues’ hypothesis, across and 
within the internal / external divide, is guided by aspects of the nature and character of 
the input. Information that is unusual, of moderate complexity, and of a mobile nature 
is more likely to draw attention and rise to the conscious level for processing than 
information that is commonplace, simple or static (Pennebaker, 1982).
Applying this general theory specifically to the issue of symptom perception, it is 
recognised that individuals who are introspective and internally focused perceive and 
report more symptom experiences than those who are externally focused (Barsky, 
Goodson, Lane & Cleary, 1988; Hansell & Mechanic, 1984; Miller, Murphy & Buss, 
1981; Shields et al., 1989). Further, while such inward or outward focusing is 
understood to be a personality trait and an overall disposition, it is also suggested that 
the extent of the directional focus can be shifted in the right circumstances. Both in 
the natural setting and in experimental circumstances, attention can be manipulated 
either drawing the internal focus outward, through increasing the complexity, novelty 
and mobility of external stimulus, or turning an external focus inward in environments 
that are dull, uninspiring and monotonous (Pennebaker, 1982; Villemure & Bushnell, 
2002).
Much of the early work carried out in the sphere of attention in symptom perception 
has looked at the role of attention in the initial development and perception of 
symptoms. Inspired by anecdotal stories of sportsmen who were much less aware, 
and in some cases unaware, of injuries and fatigue during sporting events than after
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the fixtures, Pennebaker and Lightner (1980) studied the role of attention in symptom 
perception during physical exercise. Using sounds in the form of either the 
participants own current breathing, or a selection of random street noises, the 
researchers manipulated participants attention, directing it either inwards or outwards 
while they undertook exercise on a treadmill.
Having first recorded baseline measurements, using the treadmill exercise without any 
attentional influences, the researchers found that during the experiment the 
participants’ self-reports of symptoms and fatigue differed both from the baseline and 
between the experimental groups of the study. The participants, whose attention was 
directed inward with sounds of their own breathing, had increased perceptions of 
symptoms compared to their baseline measurements while the participants, whose 
attention was externally directed, recorded decreased perceptions of symptoms 
compared to their baseline. As no physiological differences were seen between the 
baseline and experimental measures that could account for the change in symptom 
perception, the authors concluded that it was the manipulation of the attention focus 
that resulted in the participants’ change in symptom perception. Such findings not 
only supported the suggestion that individuals who are internally focused perceive 
more symptoms, but affirmed the theory that attention can be manipulated so as to 
direct the focus of attention inward or outward and, by doing so, the processing of 
somatic information can be influenced, thus facilitating the general symptom 
perception process (Pennebaker & Brittingham, 1982; Pennebaker & Lightner, 1980).
The detection and formation of pain related symptom experiences has frequently been 
the subject of study into attention and symptom perception, but with a range of results 
and conclusions. For example, some studies have found that the perception of pain 
can be modulated through distraction so that the pain is perceived as less intense 
(Eccleston & Crombez, 1999; DeWied & Verbaten, 2001; Melzack & Wall, 1996). 
In their study of cold-pressor pain, utilising the immersion of a participant’s hand into 
cold water, DeWied and Verbaten (2001) found that pain tolerance scores were 
increased when the participants were exposed to selected pictures from the 
International Affective Pictures System, an intervention already established as an 
effective means of drawing participants’ attention externally, away from a internal 
somatic stimulus. However, unlike the simple decrease in symptom perception and
16
reporting found by Pennebaker and Lightner (1980), DeWied and Verbaten (2001) 
noted that the data revealed a significant linear trend. The study indicated that 
participants who were shown the positive, or pleasurable, pictures demonstrated more 
increased tolerance of the cold-pressor pain than the participants who were shown the 
unpleasant pictures. Although this might suggest a role for emotions in the results of 
this experiment (a subject that is covered later in this chapter), with the more positive 
pictures producing positive emotions affecting the symptom perception, the 
researchers also conducted an experiment investigating just the unpleasant pictures. 
In this instance the unpleasant images that did not have pain connotations or 
associations produced cold-pressor pain response results similar to those obtained 
with neutral images, i.e. producing more of a modulating effect, as opposed to the 
unpleasant pictures that specifically had pain connotations. The authors suggested 
that, given such results, attention may play a role in pain perception where the 
external stimulus is not related to the pain stimulus. Put simply, the distraction 
stimulus used for drawing attention outward needs to be entirely unrelated from the 
internal stimulus and its associated connotations. If, instead, it relates to the internal 
stimulus the focus of attention will return to the internal experience, promoting and 
reinforcing the symptom perception.
In contrast, other experimental studies have not found any moderating effect on 
attention to the perception of pain. For example, McCaul, Monson and Maki (1992) 
showed that although their distraction method could effectively focus the location of 
attention away from the pain stimulus, again a cold-pressor pain stimulus, the 
distraction did not alter the self report measures of the symptom experience.
The role of attention, and in particular the influence of directing it outward, in 
symptom perception has also been studied in relation to the mediation of symptoms 
already present, and symptoms experienced in the real life or natural setting. 
Distraction is both a common and intuitive behaviour seen in the self-management of 
the symptoms of illness and of treatment side effects, but as in the experimental 
studies, the research findings in this area are not universally positive. The types of 
strategies used by individuals to distract themselves from symptoms such as nausea, 
fatigue, and anxiety include music, imagery, and humour (Ezzone, Baker, Rosselet, & 
Terepka, 1998; Good et al., 1999; Kolcaba & Fox, 1999). Similarly, cancer patients.
17
attempting to cope with both physical and psychological symptoms following their 
treatments, have been found to employ music, housework, and television regularly to 
aid distraction (Ali & Khalil, 1991; Ezzone et ah, 1998). While the strategies that 
require active involvement and concentration from the individual, such as humour and 
cognitive relaxation techniques, prove effective to a certain degree (Vasterling, 
Jenkins, Tope & Burish, 1993) they require a constant and extensive effort from the 
individual to exclude the competing stimuli and, in the case of relaxation techniques, 
require substantial practice prior to their active use, making them of limited benefit 
(Gross, 1995).
While the majority of studies continue to attempt to elucidate the role of attention in 
symptom perception through the study of distraction, there has been a move towards 
the counter intuitive method of focusing attention towards the symptom experience as 
a way of altering and improving symptom perception (Ahles, Blanchard & Leventhal, 
1983; Leventhal, Leventhal, Shachman & Easterling, 1989). This was investigated in 
a study of pain and symptom experience during labour (Leventhal et al., 1989) where 
participants were either directed to focus inward and actively monitor their symptoms, 
or were distracted from their symptoms drawing the attention outward. It was found 
that, even though self-report ratings of the effectiveness of pain control were low in 
the women who actively focused on their symptoms, the monitoring of symptoms in 
fact proved to be more effective as an analgesic, when comparing the actual pain 
scores reported between the groups (Ahles et al., 1983). Such findings suggests that, 
although individuals do not like being aware of the pain and internal sensations, 
focusing on them appears to reduce symptom perception in terms of pain intensity. It 
may be that attending to the stimulus helps individuals better understand the sensation 
they are experiencing, reducing the fear attached to the otherwise uncertain event and 
altering the perception of pain. However, as focusing on unpleasant somatic 
sensations is a counterintuitive response when attempting to alleviate the experience, 
it remains a difficult state to achieve and therefore a difficult issue to study 
(Leventhal, 1992).
1.1.2 The role o f  culture and social roles
While attention plays an important role in the selection of sensory information for 
interpretation, culture, background and demographics play a prominent role in
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influencing which of the sensations, that the individual is now aware of, will be 
selected and interpreted as important, with aspects of age, gender and socioeconomic 
status all relating to symptom perception and reporting (Adler & Matthews, 1994; 
Anderson & Armstead, 1995; Gijsbers Van Wijk, Kolk, Van Den Bosch, & Van Den 
Hoogen, 1995; Gureje, Simon, Ustun & Goldberg, 1997; Kroenke & Spitzer, 1998; 
Simon, Van de Mheen, Van der Meer & Mackenbach, 2000).
A succession of studies observing the general population, and studies looking at 
specific healthy subgroups of the general population, have identified that women 
detect and report a greater number of symptoms than men. This difference between 
the genders is present regardless of the methodological design features of the studies, 
being seen whether the data is collected prospectively or retrospectively, regardless of 
the timefi-ame examined, and independent of the number and nature of symptoms 
measured (Gijsbers Van Wijk & Kolk, 1997).
The difference in symptom perception and reporting between men and women has 
been considered to be, in part, a consequence of the socialization processes that occur 
fi-om childhood onward (Mechanic, 1965; Mechanic, 1978). Phrases, known to us all, 
such as “big boys don’t cry” and “real men don’t make a fuss”, are proposed as one of 
the ways men are taught through socialization to ignore and censor their symptom 
experiences, thus influencing their threshold for interpreting and acknowledging 
somatic sensation as symptom, in comparison to women. Another gender specific 
socialization processes that is thought to affect the differences in symptom perception 
between the genders is the reproductive role of women, which influences and 
promotes an awareness of the importance of internal sensations with regard to peaks 
of fertility and the anticipated menstrual cycle (Gijsbers Van Wijk & Kolk, 1997; 
Verbrugge, 1989).
As well as being seen in the general healthy population, gender differences have been 
identified in symptom perceptions related to illness experiences and in relation to 
perceptions during experiments in the laboratory setting. For example, examining 
pain symptoms in men and women with unstable angina pectoris, Granot, Goldstein- 
Ferber and Azzam (2004) found significant gender differences in terms of higher 
scores of pain intensity in women, and differences in the types of pain symptoms, with
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women presenting a more atypical clinical collection of symptoms.
The role of the individual’s background and culture in symptom perception has also 
been seen to relate to aspects of the interpretation of somatic information, influencing 
which sensations are selected as important. Explained in part by the learning 
principles of operant and classical conditioning (Williams & Martin, 2002), 
individuals learn from the people around them what interpretations, meanings and 
behaviours should be associated with the different sensations they experience. In 
relation to symptoms and illnesses, the learning can occur in relation to the 
individuals’ prior experience of having the illness themselves, or through the 
observation of others close to them experiencing it, such as the illness of a family 
member. The learning can also be based on information actively sought from the lay 
referral network or other broad sources of information such as the media (Leventhal et 
al., 1984; Pennebaker & Skelton, 1981).
Such information and learning provide models and templates that are highly 
individual and peculiar to particular cultures. For example, in some cultures and 
populations there is an increased interest in subtle physical features and sensations 
such as tongue characteristics and altered digestive patterns in relation to the 
identification of illness experiences, while other cultures focus less on the body and 
more on emotional experiences (Hinton & Hinton, 2002; Saint Arnault, 2009). Such 
cultural models guide whether a sensory input is disregarded by the individual or 
becomes the focus of attentional amplification, triggering an increase in self­
surveillance and self monitoring, thus resulting in distinct patterns of symptom 
perception within and between cultures (Hinton & Hinton, 2002).
1.1.3 The influence o f affect and emotions
As well as the broad templates offered by culture and social roles, unique aspects of 
the individual, present as either states or traits, also influence the meaning given to 
sensations, influencing the perception of sensations as symptoms. In terms of 
negative states and traits, many studies have found a strong association between the 
presence of negative moods and emotional distress, and the experience of somatic 
disturbance in the form of physical symptoms (Escobar, Waitzkin, Silver, Gara & 
Holman, 1998; Kirmayer & Young, 1998; Williams & Wiebe, 2000; Kroenke,
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Spitzer, deGruy & Swindle, 1998; Watson & Pennebaker, 1989). Similarly, 
individuals with a high negative aspect, the predisposition to repeatedly and intensely 
experience a wide range of negative emotions (Watson & Clark, 1984), have been 
consistently found in research studies to make more symptom complaints such as 
pain, headaches and digestive symptoms, irrespective of the presence or absence of 
objectively identified disease (Brown & Moskowitz, 1997; Salovey & Bimbaum, 
1989; Watson & Pennebaker, 1989; Larsen, 1992; Williams et al., 2002; Williams & 
Wiebe, 2000).
Investigating this association, between negative emotions and increased symptom 
perception, Williams et al. (2002) used a within subject design to examine the 
relationship between neuroticism and symptom reports in a study population of 
individuals with type 11 diabetes. They found that, although it was only a weak 
association, neuroticism was reliably associated with concurrent, disease specific, 
physical symptoms and that this was despite comparable health status to the 
participants who had low neuroticism. The symptoms reported did not hold a relation 
to measures of blood glucose. However, neuroticism was found to be associated with 
better blood glucose control, a finding that they reported in a separate analysis and 
earlier publication of the experiments (Lane, Carroll, Ring, Beevers & Lip, 2000). 
Such findings, of better control, led these authors to raise the possibility that although 
neuroticism may lead to an increased self-monitoring and symptom perception, this is 
in fact advantageous in certain settings, an idea that has also been raised in other 
research (Cameron, Leventhal & Love, 1998).
In an attempt to explain the association witnessed between negative affect and 
symptoms the ‘symptom perception hypothesis’ postulated that individuals with a 
high negative affect, high rates of a range of negative emotional experiences such as 
anxiety, worry, anger, scorn, revulsion, guilt, self-dissatisfaction, and rejection 
(Watson & Clark, 1984), are more internally focused and as such are more attentive to 
even minor bodily sensations and changes (Costa & McCrae, 1987; Watson & 
Pennebaker, 1989). The theory suggests that when this is combined with their 
tendency to negativity, it leads to the selection of more negative potential 
explanations, with more attributions, and misattributions, to illness (Williams, 2004; 
Williams & Wiebe, 2000).
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However, looking at symptom recall rather than concurrent symptom experience, 
researchers Howren and Suis (2011), found, comparing negative affect and depressive 
affect, that it was depressive affect that was uniquely and positively associated with 
increased symptom recall. Examining this finding further, the authors undertook 
experiments to induce specific emotions, depression, anxiety, happiness, anger, or a 
neutral mood, to examine the effect on the perception of current symptoms. In these 
experimental circumstances, rather than the real life setting of the William et al. study 
(2002), it was found to be the participants in the anxious mood states that reported 
significantly more current symptoms. This and other studies have suggested that, 
rather than negative affect as a whole influencing symptom perception in general, the 
encoding and retrieval processes that are differentially associated with anxious versus 
depressed affect, influence different aspects of physical symptom perception and 
reporting, offering a revision to the symptom perception hypothesis.
It is, however, not just negative mood states that have been considered to influence 
symptom perception, with positive moods correspondingly being found to decrease 
symptom perception and reporting (Godinho, Magnin, Frot, Perchet & Garcia-Larrea, 
2006; Kenntner-Mabiala, Andreatta, Wieser, Muhlberger & Pauli, 2008; Prescott & 
Wilkie, 2006; Villemure, Slotnick & Bushnell, 2003). Again, looking at experimental 
studies artificially inducing a positive emotional state, positive moods have been 
found in both adults and children to significantly decrease the perception of dyspnea 
in individuals with asthma (Rietveld, Everaerd & Van Beest, 2000; Von Leupoldt, 
Mertz, Kegat, Burmester & Dahme, 2006). In keeping with other experiments 
influencing psychological states, the change in the perception of the symptoms was 
unrelated to any physiological changes.
This association, between reduced symptom perception and positive mood, has also 
been identified in other populations of patients with varying chronic illnesses and 
conditions (Gatten, Brookings, & Bolton, 1993; Sullivan, LaCroix, Russo, & Walker, 
2001; Takkouche, Regueira & Gestal-Otero, 2001), and is associated with better 
general health and fewer symptom reports in individuals with either state or trait 
positive affect in the general healthy population (Benyamini, Idler, Leventhal & 
Leventhal, 2000; Roysamb, Tambs, Reichbom-Kjennerud, Neale & Harris, 2003;
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Takkouche et al., 2001).
Altogether, the literature shows that affect and emotion play a role in symptom 
perception such that negative aspects increase symptom perception, whereas positive 
affect and emotion reduce symptom perception. While it may be considered that 
reducing symptom perception is desirable and increased perception undesirable, the 
behaviours, such as hyper-vigilance, seen in individuals with high negative affect and 
increased symptom perception, has been suggested by researchers to have the 
potential associated benefit of better health screening actions and better self-directed 
treatment and control. Similarly, the effect of reduced symptom perception seen in 
individuals with high positive affect is suggested to have clinical implications, 
potentially leading to late reporting and delayed help seeking behaviours that then 
negatively impact physical health and illness management (Pressman & Cohen, 2005; 
Von Leupoldt et al., 2006).
1.1.4 The role o f  expectations and the placebo and nocebo effects
As touched upon briefly in the discussion of the role of culture in symptom 
perception, illness templates that have been learned from personal experience, from 
information from the lay referral network (friends, relatives, and important others), 
and from information from general sources such as the media, influence symptom 
perceptions (Leventhal et al., 1984; Pennebaker & Skelton, 1981). Once formed, 
illness templates not only inform individuals of the appropriate interpretations of the 
somatic sensations that they are already aware of, but also inform the individual as to 
what other symptoms and experiences may co-occur (Bishop, Briede, Cavazos, 
Grotzinger & MacMahon, 1987; Bishop & Converse, 1986; Lacroix, Martin, 
Avendano & Goldstein, 1991). Having selected a template with which to make sense 
of a sensory input, the individual is then likely to self-scan and focus attention 
inwards, searching for further symptoms that may confirm the choice of illness 
template (MacGregor & Fleming, 1996; Pennebaker & Skelton, 1981).
Having focused attention inward the individual is now more likely to become aware of 
somatic sensations, as discussed earlier in the chapter, and because they have already 
assumed an illness template, are more likely to adopt a ‘symptom’ interpretation for 
new somatic sensations, that might otherwise have been ignored (Bishop & Converse,
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1986; Cioffi, 1991; Leventhal, Brown, Shacham & Engquist, 1979). In short, the 
adoption of an illness template amplifies the symptom perception process as a whole 
and means that individuals will experience alterations in somatic sensations because 
their life experience tells them to expect this (McFarland, Ross & DeCourville, 1989).
Although an indirect role for expectation in symptom perception can be seen with the 
general formation of illness templates, expectation can also have a much more direct 
influence on symptom perception, in the form of suggestion. The most striking 
examples of this are the placebo and nocebo effects.
The placebo effect identifies the phenomenon that individuals can be encouraged to 
experience symptom relief and alleviation, having been convinced that the ingestion 
or inhalation of inert substances, or the use of a sham procedure, has supplied a 
successful treatment or cure (Brannon & Feist, 1997). Placebo treatment has achieved 
symptom relief in many different clinical conditions and situations, such as dental and 
postoperative pain, radiation sickness, and asthma (Turner, Deyo, Loeser, Von Korff 
& Fordyce, 1994). It has also been seen, through the mechanism of classical 
conditioning, to achieve actual physiological responses such as the lowering of blood 
pressure after multiple pairings of the placebo with an antihypertensive (Suchman & 
Ader, 1992).
Classical conditioning, and the broader principle of associative learning, have proved 
credible explanations for placebo effects (Hyland, 2011; Montgomery & Kirsch, 
1997; Staats, Hekmat & Staats, 1998). However, classical conditioning is not the only 
factor in placebo responses and the placebo effect has been seen where no associative 
learning has occurred, relying instead on principles of expectation and belief (Kirsch, 
1985; Stewart-Williams, 2004; Williams & Martin, 2002).
The effect of expectation and belief, through information giving, has been of interest 
in both experimental studies and in research in the clinical setting. For example, a 
randomized factorial design study of asthmatic patients receiving either traditional 
medication or a placebo medication, with either neutral or enhanced information about 
the benefit and improvements they could expect to experience from their medication 
was undertaken by Wise et al. (2009). They found that the self-reports of symptoms.
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and control of the asthma, in the participants who received the enhanced 
communication intervention, showed significant improvement when compared to the 
other participants in the study. As there was no improvement in actual lung function 
measurements, the findings were interpreted as rising from an alteration in symptom 
perception, not from any change in the pathophysiology.
Similarly, in a study of patients with irritable bowel syndrome, Kaptchuk et al. (2008) 
used a placebo acupuncture intervention with participants randomized into two groups 
that varied by the intensity and quality of the communicative interaction between 
practitioner and patient. Despite none of the participants receiving any actual 
acupuncture, where the communication was limited in time and restricted to a 
‘business-like’ minimal approach, 44% of the patients reported an adequate level of 
relief of their symptoms, whereas 62% of the patients who received a longer 
communication aimed at promoting positive expectations about the ‘acupuncture’ 
treatment they were to receive, in an empathetic and supportive manner, reported an 
adequate level of relief of their symptoms. Such findings have also been found in 
other acupuncture studies, where there was real, as well as sham, acupuncture, and 
indicate a significant association between information and expectation of benefit with 
the subsequent reporting of benefit (Linde et al., 2007).
Although the term placebo effect is often interpreted as the positive effects achieved 
through expectation and conditioning (Miller, Colloca & Kaptchuk, 2009), the use of 
placebo drugs and interventions has also been seen to be effective in the production of 
negative outcomes (Williams & Martin, 2002). Referred to as the nocebo effect, 
information has been used to set up expectation and belief in negative consequences, 
in the form of side effects, after active and placebo medication use. For example, it 
has been shown that postoperative pain can be intensified with the administration of 
an inert saline solution, through the power of suggestion (Benedetti, Amanzio, 
Casadio, Oliaro & Maggi, 1997).
In line with the information administration studies of the positive placebo effect, 
Flaten, Simonsen and Olsen (1999) conducted a study giving half the participants a 
placebo, and the other half a muscle relaxant, in combination with three different 
forms of directive information about the negative effects of a medication, in an
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attempt to influence symptom perception. They found that regardless of whether the 
participants received a placebo or active drug, the participants who were lead to 
believe that they would experience increased muscle tension, reported greater levels 
of muscle tension than the other participants. Such findings, particularly with regard 
to the fact that the active drug that was given was actually a relaxant, indicate a 
nocebo response resulting from the type of information with which the participants 
were primed (Platen et al., 1999).
An unusual example of the role of expectation in symptom perception, is the 
development and spread of mass psychogenic illness. The observation of, and social 
proximity to, others who are experiencing an illness episode can trigger the 
development of similar symptoms in susceptible individuals, regardless of the absence 
of any pathogen or biomedical cause (Colligan, Pennebaker & Murphy, 1982). This 
has been seen on a large scale, but only in a limited number of distinct occurrences, in 
a number of different circumstances. For example, nicknamed "June Bug", Kerckhoff 
and Back (1968) reported an incident of a large number of employees in one particular 
busy industrial workplace all reported symptoms of nausea and fever. While the 
individuals all reported that their sickness was due to insect bite (hence the ‘June Bug’ 
nickname) clinicians from the Center for Disease Control and Prevention could not 
find any evidence to support this assertion nor any biophysical evidence of illness, 
concluding that the symptoms were instead as a result of anxiety and stress. This 
phenomenon has also been seen in the school setting (Jones et al., 2000), with 
symptoms of headaches, dizziness, nausea, and shortness of breath, leading to a mass 
evacuation and hospital admission of students and staff. Although attributed by the 
individuals to a chemical and gaseous leak, individuals from different parts of the 
building that were served by different ventilation systems all reported symptoms. 
Again, no evidence could be found, either on the school grounds of any leakage, nor 
in the patients of any altered biochemistry of physiology. The follow up investigation 
of the school incident found instead that the correlates of symptom experience were 
primarily being female, observing another ill person, and knowing that a classmate 
was ill, along with smelling an unusual odor at the school.
Such mass psychogenic illness incidents, also referred to as sociogenic illness, 
assembly-line hysteria, mass hysteria, and collective illness (Hahn, 1997) are rare and
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poorly understood but are hypothesised to spread by a hysterical contagion with 
individuals acting under the belief that they have been exposed to a pathogenic 
substance or contagion. Such belief acts as a powerful suggestion leading the 
individual to self scan with an expectation of finding the specific related sensations 
thus facilitating the symptom perception process.
1,1,5 Summary o f the mechanisms and influences on symptom 
perception
Overall, the research in the field of symptom perception shows that attention plays an 
important role with the direction of attention, inward or outward, influential in both 
the initial detection of somatic information, and in the further selection of information 
for the higher processing that leads to the classification, or not, of symptoms. 
However, the exact mechanisms that will achieve adequate distraction from internal 
stimulus when trying to limit or alter symptom perception, remains unclear. The 
literature suggests that while attention influences the initial perception and awareness 
of any particular sensation or sensory input, culture and social roles influence which 
sensations are selected as important. They provide the broad templates on which an 
individual bases both their initial reading of the sensations’ importance, and their 
preliminary interpretation of the sensations’ meaning. Whether a sensation is 
transposed into a symptom is dependant on the meaning that the individual gives to it, 
and this process is also influenced by the individual’s culture and social role, as well 
as personal aspects of state and trait affect and emotions. The research also suggests 
that expectation plays an important role, influencing the symptom perception process 
from beginning to end, focusing attention in a particular direction, informing the 
relevance placed on the sensations experienced, and providing readily accessible 
meanings for the experience.
1.2 Lay Sources of Health Information
Health information, used to interpret and make sense of bodily sensations, symptom 
experiences, and illness episodes, is accumulated over the lifetime from a range of 
sources, and may have been either explicitly sought or garnered incidentally through 
general communication and social interaction (Longo, 2005). The sources of health 
information used by the lay population are generally grouped into three specific
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domains. There are the formal sources of information, such as doctors and other 
health care providers, informal sources, such as family members and close friends, 
and media sources, such as newspapers, magazines, television, and more recently the 
internet (Anderson, 2004; Brashers, Goldsmith & Hsieh, 2002; Dolan, Iredale, 
Williams, & Ameen, 2004; Napoli, 2001). The preference for, actual use of, and level 
of trust in the various sources of health information is dependant on the type of 
information being sought, as well as the reason it is being sought, and is influenced by 
the personal characteristics of the individual (Graham, Barbato & Perse, 1993; 
Renders et al., 2001; Wilson, 1997). The features of these sources of information will 
be discussed in turn.
1,2,1 Formal Sources o f  Information
Formal sources, consisting most frequently of doctors, pharmacists, and nurses, in that 
order, are the most commonly cited source of information about illness, rather than 
health, in the general population (Dolan et al., 2004; Redmon et al., 2010). They are 
of particular importance as a source of information where there are concerns about a 
specific illness, for example seeking information where there is a concern about the 
presence of cancer (Meischke & Johnson, 1995), or where the health information that 
is required is of a specialist nature, such as seeking postoperative advice (Powell, 
McKee & Bruce, 2009). Their use as a primary source of information in such illness- 
specific circumstances can also be seen in both the acute and chronic setting, such as 
in both the immediate post-diagnosis and long term management of diabetes (Longo 
et al., 2010).
A general preference for the formal sources of health information, rather than informal 
or media sources, is seen after individuals have entered into, or are passing out of, the 
formal health care setting, where there is an illness-focused understanding of their 
ongoing health status. For example, studying patients undergoing hernia repair, 
Powell et al. (2009) found that, although the patients had access to a range of 
information sources, the use of particular sources was polarised at either end of the 
surgical journey. They found that while pre-operative, deciding what their symptoms 
meant and what action they should take, the patients focused on using the informal 
sources of information, but once post-operative they instead focused on accessing 
information and instruction from health care professionals.
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Formal sources of information have also been found to remain preferable over other 
sources of information in long term illnesses that are of a complex nature or in the 
realm of specialist medicine, the individuals already being linked in to the formal 
health services, even where the search is for information about the type of areas of 
care and management that are traditionally considered to be in the lay sphere and 
alternative practices of health care. Studying the information used by HIV patients for 
their self management of peripheral neuropathy, researchers Nicholas et al. (2002) 
found that the formal health care providers remained the primary and majority source 
of information, despite the fact that the information being sought, and being provided, 
was about the use of complementary therapies such as massage, not just about the use 
of prescription or over-the-counter medications. Similarly, research in the area of 
diabetes management found that information gathered from other sources was brought 
by the patients to health care professionals for both validation and interpretation. The 
study reported that due to the sheer volume of information, its complexity, and the fast 
pace at which it developed, the patients experienced a type of information overload 
which they described as causing a decision paralysis. Taking the information gathered 
elsewhere to the health care professionals was done in an attempt to utilise their 
expertise in the area and thus get help in breaking free of the decision paralysis 
(Longo et al., 2010).
Aspects of the individual have also been seen to relate to the use and preference for 
formal sources of information. Age, for example, has an influence, again in the 
context of information about illness rather than health. In a systematic review of the 
research Rutten et al. (2005) found, in relation to information in cancer care in those 
already diagnosed, that although younger women express more information needs, 
older cancer patients show greater reliance on the formal sources of information, such 
as the oncologist or GP, when attempting to meet their information needs. Other 
individual factors associated with a preference for formal sources of information 
include the individual’s educational level and socioeconomic status, and it has been 
suggested that individuals with a lower educational level have a greater tendency to 
rely more on the formal sources of information (Arora et al., 2008; Ramanadhan & 
Viswanath, 2006). However, such findings tend to be in comparison to print and other 
media sources, rather than other interpersonal sources, with an assumption that it
29
relates mainly to the individual’s underlying literacy abilities and capacity to decode 
the complex messages and advice within the sources (Davis, Williams, Marin, Parker, 
& Glass, 2002; Ishikawa & Yano, 2008; Rogers, Wallace & Weiss, 2006). This 
would be in keeping with the findings of the information checking behaviour that was 
seen in the diabetic population as discussed above (Longo et al., 2010).
L2,2 Informal Sources o f  Information
Friends and family commonly constitute the informal sources of information and are 
frequently, although not as frequently as media sources (discussed later in this section) 
the providers of information about general health, being seen as a more habitual 
source of information rather than a source for acute or specific illness information 
(Redmond, Baer, Clark, Lipsitz & Hicks, 2010).
The informal sources of health information are more regularly used for acquiring 
information on the natural process of aging, and for acquiring information on minor 
ailments that commonly affect individuals across the normal life course. This has 
been demonstrated in relation to teenagers’ sources of information for the 
management of coughs and the common cold (Gray, Cantrill & Noyce, 2002), and in 
women’s information-seeking in relation to the menopause (Berg & Lipson, 1999; 
Clinkingbeard, Minton, Davis & McDermott, 1999). With respect to the menopause, 
Berg and Lipson (1999) found that although the women in their study most frequently 
gained their information about this issue through the informal routes, raising their 
menopausal concerns with their female friends and relatives, this was not true of other 
health concerns. Their participants indicated no general reluctance to seek out 
information from the formal sources, rather that the menopause was viewed as a 
normal phase of life and therefore did not require any professional medical 
involvement.
While some studies suggest that individuals with a lower educational level rely more 
on the formal sources of information, when compared to media sources (Davis et al., 
2002; Rogers et al., 2006), the majority of the research looking at personal factors 
such as socioeconomic status, language difficulties and ethnicity, suggest that 
individuals from the less affluent and minority ethnic groups, and those with language 
barriers, generally make greater use of the informal interpersonal sources of health
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information (Cheong, 2007; Risker, 1995; Vanderpool, Komfeld, Finney Rutten & 
Squiers, 2009).
Age has again been seen to be associated with a preference for informal sources of 
information, this time about health rather than illness. In relation to breast cancer 
information, this time looking at the general healthy population, it was found that 
younger women were more likely to use the informal sources, seeking information on 
detection and screening methods from friends and relatives, than were older women 
(Meischke & Johnson, 1995). The younger women in this study also perceived more 
obstacles to obtaining access to the formal sources of health information, namely their 
doctors, than they did in accessing the informal sources. The authors surmised that, as 
the effect was most notable in women under the age for receiving regular screening 
invitation it was likely that the limited personal relevance combined with the relative 
ease of access led to the greater use of the informal sources of information over formal 
sources (Meischke & Johnson, 1995).
Associations have been seen between causal attributions and the selection of informal 
sources, such as friends and relatives, for meeting information needs. Undertaking a 
study, based on data obtained through the 2005 Health Information National Trends 
Survey conducted in America, Ford and Kaphingst (2009) found that individuals who 
used family, friends and informal community health care groups for their sources of 
health information were more likely to believe in modifiable causes of cancer, such as 
behaviour and lifestyle. In particular, it was noted that respondents who stated that 
they never discussed the topic of health with their friends or family were more than 
twice as likely than those whp^iscussed health with them very frequently, to believe 
that people in general cannot actTn<^ys that reduce their chances of developing 
colonic cancer. However, as this was a cross^ectionahsury^, it is not possible to 
establish whether there is any causality between the attributions and the involvement 
informal health information sources.
The informal sources of health information, such as friends and family members, are 
viewed as credible and trustworthy sources of health information compared to the 
other sources (Diaz et al., 2002; Johnson & Meischke, 1993), and this is of particular 
importance when it comes to the interpretation of the personal relevance of
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information (Dolan et al., 2004; Eysenbach & Kohler, 2002). Treatment decisions 
and illness representations are often based around issues that are highly personal and 
difficult to explore in depth and grasp fully through the pre-specified information of 
traditional print and media sources. In contrast, direct communication with another 
person, as is available through informal and formal, sources of information, can 
provide a flexibility of information tailored to the individual’s needs and specific 
personal situation, as well as providing the opportunity to address the minutiae of 
issues important to that particular individual (Johnson & Meischke, 1993).
1,2,3 Media Sources o f  Information
The media, in the form of magazines and newspapers, television, radio and more 
recently the internet, provide a significant and enduring source of health information. 
Overall they are the most accessed sources of information on general health issues, as 
opposed to the most accessed sources of information about illness, which are the 
formal sources such as doctors and other health care professionals, as previously 
discussed (Brodie, Kjellson, Hoff & Parker, 1999; Gotten & Gupta, 2004; Dolan et al., 
2004). Within the concept of seeking information for health, rather than illness, 
media sources are also more frequently accessed in comparison to interpersonal 
sources such as friends and family (Redmond et al., 2010). There are also gender 
preferences in the use of media sources over other sources of information such that, 
although men do not seek health information as frequently as women, when they do 
seek it they rely more on media sources compared to the formal and informal sources, 
with the exception of magazines, than women do (Dolan et al., 2004).
The different modalities within this source, such as TV, radio and newspapers, are 
often grouped together in terms of the degree of participation and engagement that is 
required to access the information, differentiating printed sources and the internet as 
‘active’ sources, and the radio and television as ‘passive’ sources of information 
(Dutta-Bergman, 2004). The use of active media sources of health information, over 
passive sources, has been seen to be linked to other active pursuits of health in terms 
of lifestyle choices including smoking abstinence, daily exercise, and dietary 
selection, as well as the adoption of health screening practices (Dutta-Bergman, 2004; 
Redmond et al., 2010).
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These active and passive media sources of information are, however, also sometimes 
referred to as information-orientated and entertainment-oriented media sources, 
respectively (Dutta-Bergman, 2004; 2005). The passive acquisition of health 
information was discussed hy participants with diabetes in a qualitative study (Longo 
et al., 2010). They described regularly receiving health information relevant to their 
diabetes even when they were not involved in what they considered information 
seeking-behaviours, being engaged rather with the media in pursuit of entertainment. 
The health information gained was thus coincidental to their reason for accessing the 
source of it. These participants, however, grouped all forms of media, including the 
print media, as sources of their incidental information acquisition, rather than 
specifying particular subgroups of media sources.
As a novel approach to health information, the internet has been of much recent 
research interest both in comparison with other media sources and in comparison with 
other sources of information in general (Diaz et al., 2002; Krones et al., 2004; Powell 
et al., 2009). In the context of illness information, the internet has been found to be 
used as a source of information in illness when individuals are dissatisfied with either 
the level of information given by doctors and other health care practitioners, or when 
they are dissatisfied with the direction and content of the information that they have 
been given (Broom, 2005; Eysenbach & Kohler, 2002; Pereira, Koski, Hanson, Bruera 
& Mackey, 2000). Trust in the internet and its perceived usefulness for information 
have also been found to be associated with individual’s greater dissatisfaction with the 
information provided by friends and family and with information from radio and 
television sources, compared to those who did not use the internet for information 
(Diaz et al., 2002). This finding was also supported by the work of Rains (2007). 
However, while Rains’ study indicated a general association between the distrust of 
traditional sources of information and increased internet use, it also found that 
individuals who did not trust their doctors as a source of information were also more 
likely to discredit the information obtained through the internet. This indicates a 
general level of distrust leading to a more active search of all sources of information, 
rather than a specific distrust of the traditional sources of information (Rains, 2007).
The various modalities of the general media sources of information have also been 
differentiated in terms of their level of perceived credibility. The differentiation
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occurs in a pattern similar to that seen in the active / passive allocation. The print 
media of newspapers and magazines, and the internet, which require active 
participation, are viewed as the more credible sources of information, while the radio 
and television, which were seen as passive routes, are rated as less credible, often 
down-playing the risks and consequences of unhealthy behaviours (Johnson & 
Meischke, 1993; Rains, 2007). Regardless of the perception of credibility, empirical 
work investigating both the information actually contained in the media and the 
extrapolation of the messages into accurate interpretations of the information suggests 
that the active media sources of information are neither factually correct nor credible. 
They have instead been found to contain much irrelevant information, alongside 
erroneous facts and limited information in comparison to the actual scope of treatment 
options (Krones et al., 2004; Murphy & Joyce, 2001; Rose, Bruce & Maffiilli, 2001). 
Despite the inaccuracies, the media sources of information have been found to play an 
important role in providing a basis of information from which patients can facilitate 
their discourses with formal healthcare practitioners, providing a starting point from 
where the information can be clarified and corrected as needed (Grime, Blenkinsopp, 
Raynor, Pollock & Knapp, 2007).
L2,4 Summary o f  the features o f  the lay sources o f health information
In summary, the literature suggests that the choice of information sources varies along 
the health / illness trajectory. While the informal sources of information are used in 
relation to information about health, the formal sources are accessed for information 
about illness, and while the formal information sources are used in preference, while 
being treated in the formal health care setting, the informal sources are used in 
assessing whether or not to access the formal health care providers in the first place. 
The print and media sources are the most frequent source of general information on 
health but the informal interpersonal sources of information are perceived as more 
effective in identifying and interpreting the personally relevant aspects of health 
information needs. While lower socioeconomic status and educational level, along 
with minority ethnicity and language barriers are associated with a greater use of the 
interpersonal sources of information for health and illness, it is more likely to be the 
informal sources of friends and family then the formal sources of health care 
practitioners that are accessed. While the media are not always particularly accurate 
or comprehensive in the information that they provide, they still serve a role in
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proving a base from which to further shape and interpret the further information from 
better sources.
1.3 Cognitive Illness Representations
The term ‘illness representations’ refers to the way in which individuals conceptualise 
and give meaning to illnesses and the consequences of those illnesses (Heijmans & de 
Ridder, 1998; Petrie & Weinman, 1997). Studies investigating patient’s narratives as 
to the nature of their illnesses have been published in scientific journals since the 
1950s (Bard & Dyk, 1956), however, the seminal health psychology studies in this 
field occurred in the 1980s and resulted in the establishment of a framework of 
categories of beliefs that individuals hold about illnesses -  the commonsense 
representations of illness danger framework (Leventhal et al., 1980). Earlier health 
psychology research had examined how people interpret certain aspects of specific 
illnesses, and with what effect, and this elucidated individual fragments of the 
representations of illnesses. For example, the relationship between causal attributions 
and return to work was examined by Wortman (1976), and the role that the 
representations of consequences had in help-seeking behaviour was studied by 
Stillman (1977). However, it was not until 1980, when Leventhal, Meyer and Nerenz 
published their commonsense representations of illness danger framework, that a 
broader and more general theory of how people understand illnesses as a whole was 
established.
Rising out of their work on the relationship between fear communication and distress 
control, Leventhal and colleagues investigated how individuals formulated persistent 
attitudes and long-term behavioural strategies to cope with medical conditions, 
examining whether fear played any role in the long-term compliance with health 
protective behaviours. Their study, based on interviews with individuals with either 
diagnosed hypertension or malignant lymphoma, elucidated distinct dimensions, four 
in total, which defined the shape and form of lay theories of illness. The dimensions 
that emerged from the data were identity, which generally included a name and a set 
of symptoms believed to occur with the illness, beliefs about the cause or causes of 
the illness, representations of the expected timeline, and beliefs about the 
consequences of the illness.
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The same four categories of illness representations, identity, cause, timeline and 
consequence, were seen in a variety of other studies conducted by Leventhal and 
colleagues in the following years (Leventhal & Nerenz, 1983; Meyer, Leventhal & 
Gutmann, 1985). However, these studies had only examined the representations of 
conditions that were serious and chronic in nature and it was proposed, by researchers 
Lau and Hartman (1983) that a fifth category may exist in the commonsense 
representation of illness. Working with Leventhal’s model as their basis, they 
hypothesised that if one examined the representations of less serious conditions, such 
as a common illness from which individuals had previously recovered, there would be 
representations of a ‘cure’ category, embodying the beliefs of how an individual sets 
about enacting a recovery from the illness. Indeed, studying a group of 
undergraduate students, who were asked to reflect back to the last illness they 
experienced, the research did provide support for this hypothesis as well as providing 
further support for the original four categories of cognitive illness representation. 
Although the study was somewhat criticised due to the nature of the strategy used to 
elicit the representations - for example Lau and Hartman themselves later commented 
“... asking people why they had gotten sick and why they had gotten better almost 
guarantees comments about cause and cure.” Lau et al. (1989: pp 197) -  other 
researchers soon established support for this fifth category. Again, based on a student 
population, the work of Bishop et al. (1987) investigated the role of pre-existing 
disease prototypes in the interpretation of physical symptoms. This experiment, rather 
than asking the participants to relate the research questions to personal experience of 
either current or recent incidences of illnesses, introduced hypothetical scenarios for a 
range of generally familiar conditions that varied in their seriousness and their nature. 
The study, as well as supporting the view that prototypes facilitate the processing of 
symptom information, provided further evidence and support for all five dimensions 
of illness representations, as suggested by Lau and Hartman (1983), not just the four 
from Leventhal et al.’s (1980) seminal work.
Although good evidence for the commonsense framework of illness representations 
had thus been found in work by several different research groups and in a variety of 
differing illnesses, studies during that time were not unanimous in supporting the 
theory or the five category framework of representations. In a study intended to elicit
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the five categories already defined, the researchers Turk, Rudy and Salovey (1986) 
could instead only find support for an alternative four categories of representation. 
Their fi-amework, the implicit models of illness framework, categorised the 
dimensions as seriousness, personal responsibility, controllability, and changeability. 
Participants in this study were asked to rate aspects of two different illnesses, one 
illness that was personally relevant and the other an illness of which they had no 
personal experience. Although the dimensions of the framework were seen by the 
authors to be both personally and psychologically important, and the structure stable 
across different diseases and across the different groups of subjects, Turk et al.’s 
conflicting results did not generally deflect support away from the five dimensional 
commons sense model. As the factor analysis of the Turk et al. (1986) study had 
included the data from very different illnesses in the same analysis, the findings were 
considered by other researchers in this field to represent the ways in which individuals 
structure the differences between those varying illnesses, rather than a framework of 
how people represent illnesses in general (Lau et al., 1989).
1,3,1 The characteristics o f  the five dimensions o f  illness 
representation
To date, Leventhal’s commonsense representation of illness danger framework 
remains most influential in the study of illness representations. The consistency and 
validity of the five representation dimensions have since been confirmed in many 
studies, using a variety of methodologies (Hagger & Orbell, 2003) and across a range 
of clinical conditions, such as osteoarthritis (Hampson, Glasgow & Zeiss, 1994), 
epilepsy (Kemp, Morley & Anderson, 1999), atrial fibrillation (Steed, Newman & 
Hardman, 1999), rheumatoid arthritis and multiple sclerosis (Schiaffino, Shawaryn & 
Blum, 1998), and diabetes (Skinner & Hampson, 1998) to name but a few. The 
characteristics of the five dimensions will now be discussed in turn.
1,3.1a Identity
The identity dimension of illness representations refers to the beliefs held about both 
the illness label, names and titles like ‘flu’, ‘asthma’ or ‘cancer’, and about the illness 
symptoms. This dimension is often characterised with statements such as “ I have a 
cold with a fever and a runny nose”, however, the practical process of forming the
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identity usually commences first with the experience of symptoms -  “I have a fever 
and a runny nose” -  which then initiates the search for the relevant label -  “I have a 
cold”. Having reached this conclusion, matching the symptoms to the name of an 
illness, the search process then occurs again in reverse with a search for symptoms 
and signs that will provide further confirmation of this conclusion and illness identity 
(Leventhal et al., 1980). However, even if the symptoms that are newly found do not 
fit the traditional identity of the illness, individuals are still likely to interpret them as 
evidence of the label they have chosen (Meyer et al., 1985).
The identity representation acts as an important lynch pin from which individuals 
position their beliefs about the remaining illness representation dimensions (Leventhal 
et al., 1980) with the identity label facilitating the linking together of the abstract 
information already obtained by the individual, and aiding communication with others 
in the search for appropriate new information and support. Individuals who are 
experiencing symptoms, but are unable to find a label with which to identify the 
experience, will face many difficulties. Unable to define their experience they face 
significant uncertainty, and are hindered in the search for information about the 
timeline, consequence and treatment representations that would help inform both 
psychological recovery through the sense-making process, and physical recovery 
through the accessing of suitable treatments and medications (Broom & Woodward,
1996). Similarly, without a label to define and communicate the illness experience, 
individuals will also face difficulties accessing the social support that is usually 
available and needed by those who are ill, both from others either in the immediate 
social group and from society at large (Lillrank, 2003; Nettleton, Watt, O’Malley & 
Duffey, 2005).
However, while having no identity label will certainly hinder access to these forms of 
support, the simple act of having any label does not necessarily grant access either. 
Medically and scientifically orientated identity labels, compared to lay terms, have 
been seen to provide a greater sense of legitimacy in the illness experience and 
validity in accessing the sick role, while also shifting the onus of responsibility for 
treatment and the blame for their cause away from the individual affected, when 
compared to lay terms and labels (Ogden et al., 2003). Further, some diagnoses are 
stigmatized, for example depression and HIV, and such identity labels can lead to
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feelings of inferiority and culpability again affecting requests for and access to 
support and information (Ogden et al., 2001; Ogden et al., 1999; Scambler & 
Hopkins, 1986).
1.3.1b Cause
The cause dimension of illness representations refers to the beliefs individuals hold 
about the routes and the causal mechanisms that led to the development of an illness. 
As with all the dimensions of illness representations, the causal beliefs and 
representations held may not be totally biomedically accurate. Illness, as a general 
state, is represented as having multiple causes, and this concept of multiplicity persists 
in the representation of specific individual diseases (Heijmans, 1998; Heijmans & De 
Ridder, 1998; Moss-Morris, Petrie & Weinman, 1996; Moss-Morris et al., 2002; 
Rutter & Rutter, 2002). While this is biomedically supported in many conditions, the 
belief in multiple causes remains persistent even when medical science has identified 
a single factor cause (Michie, MacDonald & Marteau, 1996).
It is accepted that the cause dimension of illness representations consists of a number 
of different causal factors. However, exactly how many factors, what they are, and 
how they group together remains unclear. Weinman, Petrie, Sharpe and Walker 
(2000), with a study population of first time myocardial infarction patients and their 
spouses, found this dimension to be composed of three factors and defined them as 
lifestyle, stress, and heredity, or as stress, lifestyle, and family distress, depending on 
whether the subjects were patients or spouses. In contrast. Senior, Marteau and 
Weinman (2000) identified factors that they defined as personal behavior, context 
(environment and character), and chance, in their population of undergraduate 
students in their representations of heart disease and arthritis.
Meanwhile, Shiloh, Rashuk-Rosenthal and Benyamini (2002) proposed a generic 
structure of illness attributions intended to be generalized and relevant across 
conditions, rather than being disease specific. Their work, based on a general 
population sample, found that the factors making up the causal representation 
dimension were cognitively organized into a hierarchical configuration. They 
suggested that this configuration was best thought of as a tree with three main 
branches which in turn divided again into subcategories. The three main branches of
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their structure were labeled as environmental, behavioral, and hidden causes. The 
environmental causes were subdivided into two groups -  abstract causes such as air 
pollution, and concrete causes like contact with other people who were themselves ill. 
The behavioral causes again divided into two subgroups -  the use of substances, like 
cigarettes, alcohol or caffeine, and lifestyle components, such as diet and exercise. 
The final factor, the hidden cause, was grouped into three subcategories -  genetic and 
biological causes such as age and heredity, mystical causes such as fate and the evil 
eye, and psychosocial causes such as stress, personality or bad work conditions.
Even though it has been measured in different ways, across the different populations, 
there are some commonalities between the various models of causal factors that have 
been produced by empirical studies mobilising Leventhal et al.’s (1980) commonsense 
model (Hagger & Orbell, 2003). Across such studies, the factors identified fall into 
common groups of biological cause, emotional cause, environmental cause and 
psychological cause (Hagger & Orbell, 2003).
1.3.1c Timeline
The timeline dimension of illness representations encompasses the individuals’ ideas 
about the course of their illness and the time scale of symptoms experienced with it. 
The subcategories for this dimension generally fall into the groups -  chronic, acute 
and cyclic. The most common experience of illness for the majority of individuals 
living in a western, modernized society falls into the acute category. They are 
characterised by a sudden onset of mild to moderate symptoms that can easily be 
managed through self-care and over the counter medications. Although disruptive to 
normal everyday activities, usually requiring some rest and absence from normal 
duties, such illnesses are short lived and end in a fiill recovery. As such scenarios 
form the basis for the majority of illness experiences, they also form a major factor in 
individuals’ conceptualisation of timeline in illness representations (Petrie & 
Pennebaker, 2004). Faced with a chronic condition, individuals can experience 
difficulties shifting their conceptual representation away from the acute theory that 
has thus far represented their experience of illness. Bauman and Leventhal’s (1985) 
work identified this issue in relation to patients with hypertension. Hypertension is a 
chronic condition that requires long-term medication to ensure adequate management. 
However, the study found that individuals often viewed and treated their condition as
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an acute illness, watching for signs and symptoms that they held as representative of 
elevated blood pressure, for example a headache, before taking medication. As this is 
not how the medication works, such individuals were administering sub-optimal 
treatment.
Similarly, some individuals with asthma, another chronic lifelong condition, have also 
been seen to have an acute or cyclic representation of their illness, holding on to the 
theory that they only had asthma when they were having an asthma attack (Halm, 
Mora & Leventhal, 2006; Home & Weinman, 2002). Again, individuals with such a 
representation of their condition, used their medication and viewed the management in 
a manner keeping with acute illness, taking medication that is intended to help in the 
long-term management of the condition only in an acute attack scenario, thus 
achieving sub-optimal control and management of the disease (Kaptein et al., 2008).
1.3.1d Consequences
The consequences representation refers to beliefs held regarding the impact of the 
illness on overall quality of life and how it may affect functional capacity, and is often 
characterised by statements of limitations, for example “ My illness prevents me from 
going out to work”. It holds subcategories of physical, social and psychological 
functioning. The dimension holds the theories that individuals have about the impact 
the illness will have on their personal identity, social relationships and finances and 
are often compared either with the individual’s own previous functional capacity or 
with the perceived functioning of others.
As illness representations are derived from a number of sources and result from a 
combination of personal, social and cultural factors, their exact content may be 
idiosyncratic with vast differences in the conceptualisation of any given illness 
between individuals, and incongruent with the established biomedical wisdom. 
Looking at the representations of breast cancer held by the general population, 
Grunfeld, Ramirez, Hunter and Richards (2002) found that older women, aged over 
75, had mistaken and distorted representations of the consequences of breast cancer. 
Their conceptualisation of the consequences of it were more negative than the 
conceptualizations of the younger women in the study and they also held a stronger 
belief that breast cancer would result in disfigurement. Similarly, researchers
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Anagnostopoulos and Spanea (2005), found that the perceptions of breast cancer held 
by healthy, cancer free, women were not an accurate representation when compared to 
the expressed experience of breast cancer patients, with the healthy participants 
appearing to overestimate the consequences of breast cancer.
1.3,le  Cure/control
The final dimension of illness representation is the cure / control dimension. It refers 
to individuals’ ideas of how their illnesses should be treated, the sense of 
empowerment individuals perceive regarding their performance of coping behaviours, 
and the efficacy they conceive the treatment is capable of achieving. The individual 
reasons or actions that build this dimension divide into groups identified as passive 
reasons, external reasons, and intemal/self-care reasons (Lau & Hartman, 1983). They 
include, in the passive types of representation, reasons such as the passing of time 
with the illness just going away, reasons such as the use of medicines and doctors in 
the external representations, and reasons such as sleep, rest and nutrition in the 
internal/self care representations.
As with the causal dimension, the representation of the cure or control of an illness is 
generally believed to be multiply determined. Indeed, Lau and Hartman (1983) found 
that the cure/control representations were more often multiply determined than the 
cause representations in their study with 60% of respondents offering multiple reasons 
for getting better and 40% for getting ill. Although a large proportion of their 
respondents combined multiple self-care representations for their recovery from 
illness, the most frequent combination of cure/control representations involved 
representations from both the self-care and external aspects.
In terms of treatment efficacy and personal control in the treatment and management 
of illness, it has been suggested in a study of chronic pulmonary obstructive disease 
that the longer it has been since diagnosis the lower and generally less optimistic the 
individuals’ perceptions of treatment efficacy and personal control will be (Fischer et 
al., 2010).
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1,3,3 Interrelationships between the dimensions o f  illness 
representation
The five dimensional structure of the commonsense representations of illness danger 
model is well supported by the literature (Hagger & Orbell, 2003). However, not all 
of the five dimensions will be fully formed, or even present, in every instance of 
illness threat, with the differences in the nature of individual illness and differences in 
personal experience, leading to greater and lesser emphases on different aspects and 
separate dimensions of the structure in any illness episode (Lau & Hartman, 1983). 
Looking at this issue. Bishop et al. (1987) found the dimensions of identity and cause 
to be the foremost features in the representation of illness across a range of both 
serious and minor conditions, accounting for more than half of all the representations 
made by the student population they studied. The dimensions of cure, consequence 
and timeline then followed, in that order, in terms of their prominence in the 
representations made, and these findings were consistent with the results of Lau and 
Hartman’s (1983) work.
Further, the five dimensions are also not entirely independent, instead having internal 
associations (Heijmans, 1998; Heijmans & de Ridder, 1999; Nerenz & Leventhal, 
1983). However, despite the associations between them, the discriminate validity of 
the distinct dimensions of the illness representation framework is well established and 
the assertion that they do not have conceptual overlap is clearly supported by the 
research evidence (Hagger & Orbell, 2003).
There are several groups of associations seen in the illness representation framework. 
For example, the identity dimension has been found to be strongly and negatively 
related to the cure/control dimension in the general population’s representations of 
both general and personally relevant conditions (Shiloh et al., 2002). Identity was 
also, in the same study, positively associated with the dimensions of timeline and 
consequence. The positive association between the identity and timeline dimensions 
has also been identified by Moss-Morris et al. (1996), Petrie, Weinman, Sharpe and 
Buckley (1996) and Weinman, Petrie, Moss-Morris and Home (1996), such that a 
strong illness identity is associated with a chronic timeline. They also found that a 
strong illness identity was associated with less controllable and more serious 
consequence representations.
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The causal dimension is suggested to have the most direct associations with the 
cure/control dimension, often with a direct connection between the individuals’ 
perceived reasons for becoming ill and their reasons for getting better (Lau & 
Hartman, 1983; Schiaffino & Revenson, 1992). The hypothesised rationale for such a 
direct and one to one association is that this type of connection is both easy to 
remember and simple to imagine and construct (Lau & Hartman, 1983). Meanwhile, 
it is suggested that the representation of serious consequences accounts for the 
association between a chronic timeline and a strong illness identity (Hagger & Orbell, 
2003) and the representation of an illness as having a chronic timeline is associated 
with a lack of control and low curability along with more serious consequence. The 
cure / control dimension is also strongly and negatively associated with the 
consequences dimension as well as the dimensions of identity and timeline (Hagger & 
Orbell, 2003).
Overall, the research suggests, in relation to the intercorrelations between the 
cognitive illness dimensions, that an individual who perceives that their illness is 
highly symptomatic will also perceive it to be uncontrollable and chronic, and that it 
will have serious consequences for their lifestyle. Those individuals who perceive 
that they have a high degree of control in the cure / controllability dimension also 
represent the illness as less chronic and as having less serious consequences.
1,3.4 The effects o f  cognitive illness representations
Leventhal et al.’s, (1980) illness representations framework was one of the key 
components of their commonsense model of the self-regulation of health and illness 
(Leventhal, Brissette & Leventhal, 2003). The model made explicit links between the 
cognitive illness representations and the various coping strategies used by individuals 
in response to the illness threat, and since this early work, many other research studies 
have identified associations between cognitive illness representations and coping 
measures such as seeking help and adherence to medication and treatment, illness 
outcome, and adjustment. These will now be discussed in turn.
1,3.4a Seeking help and medical care
Individual’s cognitive illness representations have been shown to be associated with 
decisions about seeking help and health care as illustrated in studies about conditions
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such as acute myocardial infarctions (Matthews et al., 1983), and cancer (Hunter, 
Grunfeld & Ramirez, 2003).
Lau et al. (1989) identified, in their study of common illnesses in general, that the 
dimensions of identity and cure both significantly correlated with the tendency to visit 
a doctor. They noted, however, breaking the identity dimension into its factors of 
label and symptoms, that it was the symptom factor, and not the label factor, that was 
producing the correlation in identity dimension. Grunfeld, Hunter, Ramirez and 
Richards (2003), looking at breast cancer, also found the identity dimension had a 
significant correlation with positive attitudes to seeking health care. It was the only 
consistently significant predictor of expressed healthcare-seeking intention seen 
across all the age ranges of the participants in their study.
Investigating the issue of delayed help-seeking, also in breast cancer, Unger-Saldaha 
and Infante-Castaheda (2011) found, using a grounded theory approach, that the label 
and interpretations that the women had made for the symptoms also played an 
important role in help-seeking decisions. The women had initially interpreted the 
symptoms as normal changes or as resulting from bruising and injuries (despite not 
being able to remember any trauma to account for any injury), normalising the 
experience and thus not sensing any reason to seek help in this particular case of 
symptom experience. In contrast, Lau et al. (1989) had identified, in their quantitative 
research, that it was not necessarily that the help-seeking behaviour was associated 
simply with the presence of symptoms or any particular interpretation of the 
symptoms. Rather, that it was the propensity of the individual generally to 
conceptualise all illnesses in terms of symptoms and cure, that related to seeking 
health-care and help more often, and that this propensity could be seen regardless of 
whether the individuals were in a symptomatic and asymptomatic state.
1.3.4b Adherence
Cognitive illness representations have been found to correlate with compliance with 
medical advice and adherence to medical treatment, and Meyer et al. (1985) stated in 
their early work, that this was one of their most important findings. They found that 
their participants’ belief that the treatment had beneficial effects on symptoms (the 
cure/control dimension of representation) was critical in predicting the participants’
45
adherence to the medication regimen. This was in turn important, as continued 
adherence to medication, taken as prescribed, is imperative in the successful control of 
the condition. This meant that the individuals in their study who believed that their 
hypertension and elevations of blood pressure were manifested through symptoms 
perceptible to them were, because of this model, more likely to miss medication, and 
this in turn led to poorer blood pressure control.
However, a study of hypercholesterolaemia, another chronic condition similar to 
hypertension in its silent manifestation, found no significant relations between 
symptom representations and self reported adherence to medication (Brewer, 
Chapman, Brownlee & Leventhal, 2002). Adherence was instead correlated in this 
study with strong consequence representations, for example, that high cholesterol 
levels lead to heart attacks and stroke. This meant that the participants who held 
strong consequence representations had better adherence to medication and in turn 
better control over cholesterol levels.
In comparison, Lau-Walker (2006) studied the relationship of illness representations 
in patients with coronary heart disease and found that both the symptom dimension 
and the control / cure dimension were associated with treatment adherence, in terms of 
the self report of exercise and diet self-efficacy, nine months after the original 
coronary episode that had required hospitalisation. This association, between 
adherence and the representation dimensions, held true after controlling for the many 
baseline measures and it was concluded by the authors that it was specifically the 
illness representations that related to the treatment adherence, not some artifact of the 
individuals perception of self efficacy, demographics or severity of the coronary 
disease.
1.3.4c Recovery from illness
In medicine and health care, one of the primary aims of patients and professionals is 
recovery, and various aspects of illness representations have been found in many 
studies to be associated with both the return to normal functioning and the return to 
work after an illness episode, as illustrated below.
Causal representations were found to be important in recovery of rheumatoid arthritis 
patients following joint surgery (Carlisle, John, Fife-Schaw & Lloyd, 2005). This was
46
both in terms of their psychological recovery and functional recovery nine months 
after surgery, with depression and physical disability lower amongst patients who did 
not attribute their condition to wear and tear. In comparison, Johnston, Morrison, 
Macwalter & Partridge (1999) found that, in stroke patients, the cure/control 
dimension was important. Those patients whose representations focused more on the 
intemal/self-care reasons for recovery, allocating the responsibility for recovery to 
themselves, were less disabled six months following their stroke event. Associations 
have also been seen between types of causal representation and recovery, in the 
context of returning to work, with Brewin (1984) finding that the individuals with 
industrial injuries who reported personal responsibility for their accidents returned to 
work sooner than those individuals who did not blame themselves.
The general premise in these studies is that illness representations are related to 
coping efforts, and via these efforts to outcomes, although there is also some evidence 
to suggest that the representations may have a relatively independent role in recovery 
too. For example, Petrie et al. (1996) investigated the role representations had for 
myocardial infarction patients and found that individuals who held representations of 
a short timeline and only minor consequences for their condition returned to work 
sooner than patients who did not hold these beliefs. As the objective severity of the 
patients' conditions could not account for this effect, the results were held as 
indicative of an influential role for cognitive illness representation in functional 
recovery.
Although caution is advised about such interpretation due to the circular interplay of 
representations, coping, and outcome (Moss-Morris et al., 1996), other studies have 
also suggested a causal influence of representations on recovery (Hagger & Orbell, 
2003). Further, building on their original myocardial infarction study, Petrie, 
Cameron, Ellis, Buick and Weinman (2002), went on to experiment with modifying 
patients’ cognitive illness representations. They found that their trial intervention 
modified patients’ perceptions of timeline, consequences and cure/control and that 
through this they were able to improve outcomes in terms of improved symptoms and 
return to work.
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1.3.4d Adjustment
The relationship between representations and adjustment has most often been studied 
in chronic conditions, illnesses that necessitate long-term changes, such as Addison’s 
disease, rheumatoid arthritis, renal disease and venous thrombosis. For example, 
examining psychological adjustment to illness, the representations of timeline, 
personal control, illness identity, and the cause ‘heredity’ were the best predictors of 
quality of life scores found in venous thrombosis patients (Van Korlaar, 2006). In 
comparison, while the illness representations of end stage renal disease patients also 
suggested that the perception of lower personal control was associated with less well­
being, this was accompanied by representations of more symptoms and more 
consequences (Timmers et al., 2008). Perceptions of control have generally been 
found to be positively associated with adaptive outcomes of physical, role and social 
functioning, as well as psychological well-being and vitality (Moss-Morris et al., 
1996; Scharloo et al., 1999).
In chronic fatigue syndrome patients, Heijman (1998) identified that representations 
of a strong illness identity, the perception of the time-line as chronic, and the 
assumption that the illness consequences were serious, were related to greater 
impairment in all the areas of ftmctioning that they measured. They found that, in the 
causal representation dimension, a belief in chronic fatigue syndrome as having a 
biological cause was associated with fewer mental health problems but greater trouble 
with vitality, whereas a belief in a psychological cause for chronic fatigue syndrome 
was correlated with more mental health problems.
1,3.5 Summary o f  the structure and influences o f  cognitive illness 
representations
Taken as a whole, the literature indicates that, when interpreting and making sense of 
illness events, individuals represent the experience across five distinct dimensions -  
the illness’s identity, its cause, its consequences, its timeline, and the cure or 
anticipated control of it. While the five dimensions are accepted for illness in general, 
not all of the dimensions will be fully formed, or even present, for all individuals or in 
all illness episodes. The differences in the nature of the individual illnesses, and 
differences in personal experience, lead to a greater or lesser emphasis on different 
aspects of the illness representations. The research also suggests that, although
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distinct dimensions, there are interrelations between the five aspects, such that 
illnesses that have strong negative representations in one dimension also have more 
negative representations in the other dimensions. This means that highly symptomatic 
illnesses relate to representations of poor control, chronic timeline and significant 
consequences. The literature further suggests that the cognitive illness representations 
held by the individual, for the illness episode they are experiencing, are consequential 
in the ensuing help-seeking and treatment adherence behaviour, and are also 
associated with both the subsequent recovery fi*om shorter-term illnesses or, in the 
case of chronic conditions, with the adaptive adjustment to the illness consequences.
The self regulatory model therefore provides an elegant description and analysis of the 
ways in which people make sense of their symptoms, draw upon social messages and 
develop illness cognitions. These core constructs can be applied to the experience of 
food intolerance and will be drawn upon as the key theoretical framework as this 
thesis progresses. Food intolerance can also, however, be understood within the 
context as a medically unexplained symptom and this literature will now be explored.
1.4 Medically Unexplained Symptoms and Contested 
Diagnoses
Unlike signs of illness, such as altered measurements of blood pressure, the presence 
of a rash or spots or altered blood counts that can be objectively observed by others, 
symptoms represent the subjective experience of illness. They are personal and can 
be any physical or emotional state that is interpreted by the individual as unusual or 
that is considered by the individual as potentially harmful (Gijsbers Van Wijk & Kolk,
1997). The experience of symptoms in the general population is very common with 
many emotional, cognitive, social and situational factors influencing and initiating the 
process of symptom perception, as well as many physical and biological factors 
producing pathological symptoms. Indeed, it has been indicated by community-based 
studies of the general population that it is more common to experience symptoms than 
not to experience them (Sutton, Baum & Johnston, 2005).
For example, a study of the general population in Germany showed, through 
retrospective recall, that over a two-year period 30% of the study population had
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experienced back pain, 25% joint pain, and 19% had experienced headache (Reif, 
Hessel, & Braehler, 2001). Other symptoms, such as abdominal pain, bloating, and 
palpitations were also common with prevalence rates of 11%, 13%, and 11% 
respectively. Similarly, Shepherd, Cooper, Brown and Kalton (1981) examining the 
UK population found that 16% of men and 24% of women experienced fatigue in the 
form of feeling tired or exhausted when getting up in the morning and David et al. 
(1990) found that 10% of men and women attending their general practices, had 
experienced feeling exhausted all or most of the time for more than a month.
The majority of such symptom experiences will simply resolve or will be managed 
within the lay referral network, accessing informal and media sources of information 
and using self-care strategies and lay remedies, without formal medical help or 
investigation. In fact, the proportion of symptoms presented to the general 
practitioners, compared to the prevalence of symptoms in the population, has in the 
past been referred to as ‘the tip of the symptom iceberg’ (Verbmgge & Asione, 1987). 
However, the symptoms that are persistent, not resolving or responding to lay 
management, will be presented to general practitioners for formal interpretation and 
labeling. The literature discussed earlier in this review noted the importance of illness 
identities, and particularly the illness label, in the process of making sense of illness 
experiences, acting as a lynch pin for illness representations not just as they are 
experienced at that moment but also for understanding the anticipated illness 
trajectory. However, not all symptom events lead to the identification of an identity 
label or a diagnostic title for the illness experience and despite the involvement of 
formal health care providers, many symptoms will remain unexplained.
It has indeed been found that approximately 10% of all primary care consultations 
involve symptoms that cannot be medically explained (DeWaal, Arnold, Eekhof, & 
Van Hemert, 2004; Fink, Rosendal & Olesen, 2005; Toft et al., 2005), although some 
studies have suggested it may be as much as 19% of consultations (Peveler, Kilkenny 
& Kinmonth, 1997; Verhaak, Meijer, Visser & Wolters, 2006). Measuring it in terms 
of the simple number of symptoms of unknown origin seen in primary care, rather 
than the number of patient consultations that involve symptoms of unknown origin, 
Steinbrecher, Koerber, Frieser, and Hiller (2011) found in the German population that 
almost 80% of the symptoms presented were not medically explained. Further,
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Jackson and Passamonti (2005) found that approximately one-third of symptoms that 
were medically unexplained at initial presentation remain unexplained and unresolved 
five years later, and a study looking specifically at patients with medically 
unexplained non-cardiac chest pain, found that three quarters of these patients still had 
their symptoms more than ten years later (Potts & Bass, 1995).
1,4,1 The importance o f  explaining the unexplained
Understanding medically unexplained symptoms is important. Sensations are 
considered ‘symptoms’ because they have been interpreted as problematic and are 
perceived as impinging on individuals’ ability to function at their normal or desired 
level, so obtaining relief from them is vital (Gijsbers Van Wijk & Kolk, 1997). Such 
symptoms are, as the term suggests, unexplained, with no objective evidence of 
pathology to provide the formation of a clear causal understanding (Mayou & Farmer, 
2002). Having symptoms that have not been alleviated through self-care strategies, 
cannot be explained by formal medicine, and have no clear identity, leaves individuals 
in a challenging and ambiguous situation when trying to interpret and cope with their 
symptoms.
Such uncertainty is difficult to live with and, taking a sociological approach to the 
investigation of medically unexplained symptoms, Adamson (1997) illustrated the 
levels of existential uncertainty that can accompany such a diagnostic problem. He 
elucidated through personal experience the ways in which both clinical and existential 
uncertainty work together to shape the medical encounter describing the experience as 
a ‘chaos of lost control’. Other studies have similarly described undergoing 
symptomatic experiences for which there is no medical explanation as leaving patients 
in a ‘diagnostic limbo’, and found that this experience negatively affected individuals’ 
personal and social adaptation processes and self-identity. Individuals who continue 
over prolonged periods without a confirmed diagnosis experience feelings of 
illegitimacy and shame (Corbin & Strauss, 1985; Nettleton, 2006; Rhodes, 
McPhillips-Tangum, Markham & Klenk, 1999).
Moreover, it is not only the patients who find the experience of medically unexplained 
symptoms difficult. Clinicians have also been found to perceive their side of the 
experience of symptoms without a diagnosis as frustrating, expressing a general
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dislike of consultations about medically unexplained symptoms (Hartz et al., 2000; 
Zantinge, Verhaak, Kerssens & Bensing, 2005).
In a qualitative study of this aspect of unexplained symptoms Lundh, Segesten and 
Bjorkelund (2004) highlighted the experience of helplessness that clinicians 
experience, with insufficient clinical and interpersonal tools with which to manage the 
situation. Further, in the absence of physical pathology clinicians will generally 
attribute the cause of the symptoms to psychological causes while the patients may 
remain in a biophysical domain in their comprehension of the experience, leaving a 
lack of common ground on which to base communication between the patient and 
clinician (Salmon, 2007).
While an individual’s symptoms remain unexplained, there is considerable motivation 
on both the part of the clinician and patient to conduct tests, investigations and 
procedures in the hope of identifying an underlying cause. Some individuals undergo 
numerous hospital admissions, surgical procedures and unhelpful treatments and this 
can lead to an increased risk for iatrogenic harm and adverse consequences (Fink, 
1992).
The continued tests, investigations and procedures commonly associated with 
medically unexplained symptoms also lead to increased costs in primary care. Such 
patients have been found to show an increased use and uptake of care comparable to 
patients with severe illness (Barsky, Orav, & Bates, 2005; Bermingham, Cohen, 
Hague & Parsonage, 2010; Fink & Rosendal, 2008; Smith, 1994). The increased 
financial burden is not limited to the provision and use of health care services either, 
but also extends to lost working years and uptake of sickness benefit payments, along 
with other social expenses including early retirement costs. Medically unexplained 
symptoms were found to account for 10-15% of all disability pensions in Denmark in 
2002 (Fink et al., 2005).
Despite the absence of objective evidence of pathology underlying the patients’ 
experiences, individuals with medically unexplained symptoms are far from being the 
‘worried well’. Such patients have been found to have poor long-term outcomes both 
in terms of mental health and, where there are multiple unexplained symptoms.
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physical health. Some cases are associated with worse disability outcomes than 
conditions such as heart failure (Hansen, Rosendal, Oemboel & Fink, 2011; Komaroff 
et ah, 1996).
Overall, the picture that emerges of the experience of having medically unexplained 
symptoms is one of frustrated doctors and anxious and dissatisfied patients with 
chronic and disabling symptom experiences which have a significantly detrimental 
effect on all aspects of individuals’ lives.
1,4.2 Explaining the Unexplained
A diagnosis has both practical and psychosocial benefits and meets a multiplicity of 
needs for both the clinician and the patient (Nettleton, 2006). However, while 
symptoms remain ‘unexplained’ such benefits cannot be achieved and, therefore, 
clinicians and the medical profession as a whole try to find other ways of naming and 
explaining such medically unexplained symptom experiences, attempting to achieve 
the benefits of diagnosis. Adapting to social opinion and scientific advances, four 
main concepts explaining the presentation of symptoms in the absence of proven 
physical or organic causes have been seen. All have, however, an underlying 
assumption that, as the clinician cannot prove a physical mechanism at play, the cause 
must be psychological, emotional, or social (Nettleton, 2006; Peveler et al., 1997; 
Wessely, Nimnuan, & Sharpe, 1999). The four principle concepts are 
‘hypochondriasis’, ‘somatisation’, ‘psuedodisease’ and ‘functional somatic syndrome’ 
(Ford, 1997; Shorter, 1994). These will now be discussed in turn.
1.4,2a Hypochondriasis
Hypochondriasis has provided an influential explanatory model for unexplained 
symptoms. It focuses on aspects of the individual’s perception and cognitive 
processing (Barsky & Wyshak, 1990). We have already seen through the review of the 
literature that attention plays an important and influential role in symptom perception 
with an internally directed focus magnifying the symptom perception process. We 
have also seen that an attribution of a sensation to an illness label will in turn intensify 
an internal focus in a further search for confirmatory symptoms. The model of 
hypochondriasis suggests that some individuals show a greater propensity for 
catastrophising cognitions in association to bodily perceptions. It suggests that this
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propensity leads individuals to generally be more internally attentive and then, in their 
initial interpretation of the somatic information to which they have attended, be more 
likely to misattribute benign sensations to serious disease (Barsky et ah, 2001; 
Hitchcock & Mathews, 1992; Marcus & Church, 2003; Marcus, 1999; Rief, Hiller & 
Margraf, 1998; Smeets, de Jong, & Mayer, 2000). As a consequence of the 
attribution, attention is intensively refocused on the body, with increased monitoring 
of internal sensations which in turn, because of the attention paid, leads to the 
increased detection of ‘symptoms’ that further confirm the representation of the 
illness. Thus, a vicious cycle ensues with the catastrophising cognitions fueling the 
internal focus, which in turn facilitates the perception of sensations that are then 
interpreted as positive confirmation of the initial attribution, reinforcing the necessity 
to again focus internally to monitor the illness process. It is this cycle that is 
suggested to lead, in the end, to the presentation of medically unexplained symptoms 
(Barsky & Wyshak, 1990).
It is proposed in the hypothesis of hypochondriasis, that some individuals possess 
significantly greater ability in proprioception and interoception and indeed some 
studies, such as Scholz, Ott and Samoch’s (2001), have identified that individuals 
with certain disorders, including hypochondriasis demonstrate a more precise 
perception of physical sensations. While this would suggest that such individuals are 
better able to identify even minor physical sensations and thus have a greater potential 
for symptom experiences, these findings have not been supported by the results of 
other research experiments (Rief & Broadbent, 2007). Haenen, Schmidt, 
Schoenmakers and Van Den Hout (1997), for example, found no increased ability or 
sensitivity in individuals with hypochondriasis in their tactile sensitivity study, their 
perception of sensations instead relating more closely to feelings of distress than to 
tactile pressure.
Focusing on factors of cognitive interpretation in the concept of hypochondriasis, 
rather than on the aspect of perception, Barsky, Coeytaux, Sarnie and Cleary (1993) 
found an association with an overly exclusive concept of ‘good’ health. Using a 
sorting task with hypochondriacal and non-hypochondriacal individuals Barsky et al. 
(1993) found that hypochondriacal individuals held a more ‘symptom free’ perception 
of health, and also considered more of the symptoms they were sorting in the
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experiment to be indicators of sickness, as opposed to simply being normal transient 
sensations. Such findings would be in keeping with a propensity for illness cognitions 
that is suggested as the basis of hypochondriasis, this in turn proposed as an 
explanation of medically unexplained symptoms.
1.4.2b Somatisation
The theory of somatisation, in comparison with the cognitive and perceptual focus of 
hypochondriasis, concentrates on a hypothesis of individuals’ impaired ability to 
articulate emotional distress in their rationalisation of medically unexplained 
symptoms. Katon, Ries and Kleinman (1984) described somatisation as a culturally 
sanctioned idiom for the non-verbal communication of emotional distress. 
Somatisation is often depicted as a cry for help that uses the presentation of physical 
symptoms when verbal skills and psychological sophistication are limited (Hollender, 
1972; Ford & Folks, 1985). It is suggested in somatisation that, while the 
transformation of emotional distress into physical symptoms and illness can occur just 
at the level of social articulation, it occurs most often at a far deeper level, with the 
individual unable to recognize any of the psychological aspects of the experience. It 
can thus present either as a simulation of illness because the individual cannot find 
another way to describe their situation, or as a subconscious misinterpretation of 
emotional experiences as an indication of illness, without the individual’s 
understanding of his or her own emotional distress. Regardless of the level of 
awareness that the individual has, somatisation has provided an influential 
psychological explanation for the presentation of symptoms in the absence of physical 
pathology (Ford, 1997).
Somatisation is seen in cultures where the biomedical model of health and illness is 
dominant, such that physical illness has precedence, and the expression of emotional 
distress is viewed as a personal character flaw. Through somatisation, consciously or 
subconsciously adopting a representation of physical illness, the individual can gain 
access to legitimate pathways to support that may otherwise be denied them, while 
also avoiding the potential stigmatisation that a psychological diagnosis may bring 
(Ford, 1997). Even though the treatment route taken is based on physical 
representations of illness and treatment, the consequential support and care provided 
during the investigation and help-seeking process can be effective in easing the
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psychological distress, breaking the isolation otherwise experienced by the individual 
when attempting to deal with their emotional distress alone (Falkner, Fatovich & 
Winkler, 1987).
This is, however, a temporary solution more in line with the idea of palliation than 
active treatment. As it is the body that is investigated, leaving the root emotional 
problem unexpressed, there are likely to be ongoing illness experiences for the 
individual and a continuation of medically unexplained symptoms.
1.4,2c Pseudo-disease
Pseudo-disease is again seen in cultures dominated by the biomedical model of illness, 
where status, rights and absolution are legitimately achieved through physical illness. 
While the view of somatisation focuses on the concept of the communication of 
distress, pseudo-disease refers instead to an attachment to an illness identity, one with 
associations to physical disease, in the hope of gaining access to the associated rights 
of the sick role (Ford, 1997; Shorter, 1997).
Pseudo-disease is often thought of in terms of the primary, secondary and tertiary 
gains that can be achieved through it (Dansak, 1973). As physical illness legitimises 
the demand for care and attention from others, such as family members, the extended 
support network, and health care professionals, pseudo-disease can facilitate the 
satisfaction of dependency wishes through the provision of an illness label (Feldman 
& Ford, 1994). Other secondary gains that can be achieved through obtaining an 
illness identity are the release from work obligations and the manipulation of power 
and control within relationships (Sullivan & Katon, 1993). In terms of primary gains, 
pseudo-diseases are suggested to allow the reattribution of the emotional distress 
arising out of internal conflict between incongruent beliefs and actions. For example, 
the agitation, headache and nausea experienced by an individual after a difficult 
confrontation may be represented as a food reaction or the flu, rather than the personal 
distress about having shouted at and insulted another person.
However, rather than the occasional representation of an individuals emotional upset 
as a minor physical illness, the term pseudo-disease generally comes into play when 
there is a continual seeking of formal diagnosis in the professional health care setting
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even though no evidence of physical pathology can be found. As the majority of 
medical illness identities can be definitively diagnosed or excluded through standard 
medical investigations, pseudo-diseases rely on diagnoses of conditions that are novel 
or hard to define and identify (Shorter, 1997). Pseudo-diseases rely on conditions that 
are on the fringe of scientific comprehension, with enough medical plausibility but 
without the scientific clarity of clear diagnostic processes. Although patient driven, it 
is suggested that pseudo-diseases continue and spread with the complicity of the 
medical profession in identifying a diagnostic label that affords both patient and 
clinician a multiplicity of benefits. Both are motivated to work with the clinical 
uncertainty to their mutual benefit when faced with otherwise unexplained symptoms 
(Shorter, 1994). Some examples of conditions that have historically been the focus of 
pseudo-disease diagnoses are multiple chemical sensitivity, reactive hypoglycemia, 
and fibromyalgia (Ford, 1997).
l,4.2d Functional somatic syndromes
While the theories of hypochondriasis, somatisation, and pseudo-disease are based on 
the assumption that symptoms experienced in the absence of identified physical 
pathology must have a psychological basis, the emergence of the term ‘functional 
somatic syndrome’ identified a shift away from this psychological interpretation 
towards a more open acceptance of the patient’s lived reality. The term was 
generally perceived to be descriptive of the symptom presentation at its most basic 
level, i.e. bodily sensations, the experience of which was affecting some aspect of 
personal functioning (Mayou, 2000; Wessely et al., 1999).
Many functional somatic syndromes appear across all of the various clinical 
specialties in medicine, each with its own specific name and a defined collection of 
otherwise unexplained symptoms that guided its application. For example, the 
specialty of gastroenterology used the term ‘irritable bowel syndrome’ for the many 
patients they saw with the symptoms of abdominal pain with altered bowel habit, 
either in the form of diarrhoea or constipation, in whom they could not find any 
observable pathology. Similarly, cardiologists employed the term non-cardiac chest 
pain for the patients they saw with unexplained symptoms, and rheumatologists who 
saw patients experiencing significant muscle pain and tenderness, again without any 
observable pathology, used the term fibromyalgia.
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However, these disease concepts were suggested to be flawed by circular reasoning as 
the syndromes were created by grouping together patterns of otherwise unexplained 
symptoms, and using them to define a syndrome, which was then in turn used to re­
explain the symptoms that had been used to define them (Salmon, 2007). Further, 
Wessely et al. (1999) argued in an influential paper that, rather than there being 
different conditions across many different specialties that were not fully understood 
but did have diagnostic specificity, the different names and theories were instead an 
artifact of the specialization of the clinician who attended to them, not any type of true 
clinical condition or differentiated illness. Studying the groups of symptoms and 
definitions the medical specialties used to guide the use of the diagnostic term, 
Wessely et al. identified that there was significant overlap in the symptoms that were 
key in the diagnostic criteria of the different syndromes, indicating a lack of 
specificity and sensitivity in the diagnostic criteria. Indeed, the same broad 
symptoms, such as fatigue or pain, were found to be central in the identity of the 
majority of the syndromes across the specialties, and while patients would display all 
the symptoms relevant for the syndrome they were diagnosed with, they would also 
report experiencing other symptoms as well, not pertinent to that particular functional 
syndrome but relevant to the criteria of a functional syndrome from a different 
specialty.
Wessely et al.’s position paper sparked much fervent debate at the time of publication, 
with counter arguments reasserting the diagnostic certainty appearing across journals 
for some time after. Nonetheless, the suggestion of considerable overlap between the 
many functional syndromes of the various clinical specialties took hold, and there is 
now a mounting body of work to support Wessely et al.’s hypothesis of the 
similarities between the different functional somatic syndromes being greater than 
their differences (Aaron & Buchwald, 2001; Barsky & Boms, 1999; Henningsen, 
Zipfel & Herzog, 2007). The outcome of the debate and the reinterpretation is that the 
understanding and use of the term ‘functional somatic syndromes’ is returning to a 
psychological rationalisation for symptoms that are otherwise medically unexplained.
1.4.3 Managing medically unexplained symptoms
The clinicians’ common primary action, having exhausted the investigative processes
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and finding no physical explanation for a patient’s symptom experience, is to offer 
reassurance that no disease process has been found. However, in patients with 
medically unexplained symptoms, medical reassurance fails to reassure patients, 
reduce anxiety, or provide symptom relief (Lucock, Morley, White & Peake, 1997; 
McDonald, Daly, Jelinek, Panetta & Gutman, 1996; Salkovskis & Warwick, 1986). 
For example, Coia and Morley (1998) found in patients with medically unexplained 
symptoms that although there was some reduction in health anxiety after reassurance 
was given, the effect was short lived. Further, in patients considered to be 
hypochondriacal, medical reassurance was suggested to play a role in actively 
maintaining health anxiety, increasing the likelihood of future attendance in formal 
health care environments and promoting other health seeking behaviours (Salkovskis 
& Warwick, 1986).
Reattribution is a structured cognitive approach to the primary care consultation 
between patient and general practitioner. It aims to allow the patient to firstly feel 
heard and understood, then broadens the scope of the consultation, and finally 
completes the consultation with the suggestion, and formation, of new links for the 
patient between the physical symptoms experienced and potential psychosocial 
explanations. Reattribution is of particular relevance in the primary care management 
of medically unexplained symptoms as the patients often hold a physical interpretation 
of the mediation of their experience while the clinicians tend to hold a psychological 
interpretation, working with the concepts of hypochondriasis, somatisation, pseudo­
disease and functional somatic syndromes, described above. Similar to the example 
of reassurance, reattribution has a limited impact on patient outcomes in medically 
unexplained symptoms and it has been found that, although certain patients do achieve 
an initial improvement in their physical functioning, the improvements are not 
maintained over any clinically meaningful length of time (Toft et al., 2010). 
Reviewing the published research on the use and effectiveness of reattribution, one of 
the original authors of the theory, Linda Gask suggested that, twenty years on, the 
reattribution model is too simplistic to meet the many and complex needs of patients 
with medically unexplained symptoms (Gask, Dowrick, Salmon, Peters & Morriss, 
2011).
In comparison, a degree of symptom relief has been seen with the use of
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pharmacology for the management of medically unexplained symptoms, whether they 
are defined as unexplained or classified as a functional somatic syndrome, 
hypochondriasis, pseudo-disease or somatisation. In a review of treatment 
Henningsen et al. (2007) discussed pharmacological management in terms of 
peripheral and central pharmacotherapy. Aimed at physiological processes of the 
body, such as bowel function and muscle tension, peripheral pharmacology treatment 
varies greatly across the different groups of unexplained symptoms presented. In the 
management of irritable bowel syndrome, for example, the use of bulking and 
spasmolytic agents has proved beneficial (Akehurst & Kaltenthaler, 2001; Brandt et 
al., 2002; Lesbros-Pantoflickova, Michetti, Fried, Beglinger & Blum, 2004), while 
hormone therapy with progestogen is used effectively in chronic pelvic pain and 
premenstrual syndrome (Wyatt, Dimmock, Jones, Obhrai & O’Brien, 2001). 
However, there is little effect seen through peripheral pharmacology across the other 
groups of unexplained symptoms (Henningsen et al., 2007).
Central pharmacology focuses on the central processes of cognition and affect and 
there is a more uniform approach across the broad spectrum of medically unexplained 
symptoms and their sub-groupings. The most widely used central pharmacological 
treatments are tricyclic antidepressants, selective serotonin re-uptake inhibitors and 
selective serotonin and norepinephrine re-uptake inhibitors (Henningsen et al., 2007). 
O’Malley et al. (1999) examined the efficacy of antidepressants across the broad reach 
of medically unexplained symptoms and symptom syndromes, through a meta­
analysis of the published placebo-controlled studies on the subject. They found that 
the majority of the studies (69%) found a benefit for at least one of the outcome 
measures studied resulting from antidepressant use, and that this was not a correlation 
of depression response. Although the conclusion of this meta-analysis was positive in 
that improvements were achieved through the use of central pharmacological 
treatments, the absolute percentage difference in improvement between the 
antidepressant treatment arm and placebo arm was 32%, meaning that there was a 
need to treat three people in order to improve one person's symptoms. Such efficacy 
rates, coupled with the known potential side effects, leave some doubt about the 
general suitability of such pharmacological treatments in the management of 
medically unexplained symptoms.
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Non-pharmacological treatments for medically unexplained symptoms have included 
psychological interventions and physical therapies such as strength training and 
aerobic exercise. There is again, a divide between the general use and specific 
application of the non-pharmacological treatments, similar to the divide in peripheral 
and central pharmacological interventions. Active cognitive and physical therapies 
have been seen to have application across the range of different symptoms and 
symptom groups, whereas different passive therapies and interventions only have uses 
in specific symptom groups. For example, the active intervention of cognitive 
behavioural therapy has been used in the treatment of several functional syndromes 
including chronic back pain (Ostelo et al., 2005), Fibromyalgia (Goldenberg, 
Burckhardt & Crofford, 2004), and electromagnetic hypersensitivity (Rubin, Munshi 
& Wessely, 2006) with some long-term benefits seen. Further, including elements of 
anxiety management, cognitive behavioural therapy has also been found to be 
generally acceptable to patients even where they doubt any psychological element in 
the symptoms (Mayou & Sharpe, 1997). It is considered that the element of self- 
control that therapy produces is a salient feature in the success of the treatment 
(Sharpe et al., 1996).
There is, however, great variation in the use of passive therapies, such that Splint 
therapy is used specifically in Temporomandibular joint disorder (Al-Ani, Davies, 
Gray, Sloan & Glenny, 2004), transcutaneous electrical nerve stimulation used in back 
pain (Brosseau et al., 2002) and massage therapy in Fibromyalgia (Goldenberg et al., 
2004). Overall, although there is only limited support for any of the non- 
pharmacological therapies, the research evidence suggests that the active therapies and 
interventions that require patients’ active cooperation are more effective than passive 
treatments (Henningsen et al., 2007).
1.4.4 Summary o f the importance, explanation, and management o f  
medically unexplained symptoms
In summary, the literature suggests that the experience of symptoms is commonplace, 
and while the majority of symptoms either resolve spontaneously, or are identified and 
treated with lay or formal advice and care, some symptoms remain unexplained and 
problematic despite tests, investigations and the involvement of formal health 
professionals. Regardless of the absence of identifiable pathology, medically
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unexplained symptoms are associated with poor long-term physical and psychological 
health and are difficult not only for the patients but for their clinicians too. Further, 
the absence of an explanation for the symptoms experienced can lead to existential 
uncertainty and is seen to impact on the individual’s social adaptation and self- 
identity. Several theories and concepts have been produced to explain medically 
unexplained symptoms and while each has its own specific definition and markers 
differentiating it from the others, in terms of the concept’s psychological, social or 
emotional focus, they have an underlying assumption that the lack of objective clinical 
or biological evidence denotes a psychological mediation in the symptom experience. 
The literature also indicates that the treatment and management of medically 
unexplained symptoms is also problematic. Some symptom-specific therapies and 
central pharmacological treatments provide some degree of help. However, 
reassurance and reattribution approaches, shifting individuals from a physical 
understanding of their symptoms to a psychological interpretation such as 
hypochondriasis, somatisation, pseudo-disease and functional somatic syndromes, are 
not efficacious in the management of medically unexplained symptoms.
The literature pertaining to medically unexplained symptoms therefore emphasizes the 
complex nature of symptoms and the need to explain the unexplainable. Food 
intolerance is one such condition where there is often no identifiable pathology to 
support an individual’s assertion of illness or symptom experience. The literature 
relating to food intolerance will now be addressed.
1.5 Food Intolerance
The scientific and medical literature suggests that food intolerance is not a diagnosis 
in itself, although it is used in lay spheres as if it were. The use of the term varies 
across the medical specialties and has been employed in different ways over the 
course of time, with little commonality seen in its designation and many differing 
beliefs as to which, if any, pathogenic or physiological processes are involved in the 
condition, with a background assumption that there is a significant degree of 
misattribution of symptoms and experiences to this illness label. Indeed, the review 
of the literature thus far has identified that all symptoms and illness experiences, 
rather than originating purely from external or pathogenic causes, are also influenced
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by physiological and cognitive processes, and are shaped by cultural background and 
previous life experience. Moreover, the literature has identified that symptoms and 
illness experiences can, in fact, arise without any pathogenic disease process 
occurring, stemming instead solely from psychological processes. However, while 
the literature on illness cognitions and symptom perception in general encourage a 
‘symptom-up’ approach to the interpretation of the experience and diagnosis of food 
intolerance, the literature base on food intolerance is limited and the research papers 
published thus far have all taken a ‘diagnosis-down’ biomedical approach to the 
subject. Therefore, this section of the literature review, discussing the literature on 
food intolerance, will presents as a ‘top-down’ interpretation of the experience and 
diagnosis of food intolerance.
This section of the thesis will discuss the concept of food intolerance with reference to 
the range of classification systems, developed by scientific and medical committees 
and researchers, that have been used to define and differentiate all adverse reactions to 
food. It will discuss the prevalence and diagnosis of ‘food intolerance' in the light of 
the uncertain definition of the term.
1.5.1 Adverse Reactions to Food
There is a vast multiplicity of reactions, conditions, and illnesses, which arise 
following the ingestion of foods. Generically identified by the term ‘adverse 
reactions to food’ the literature makes a progressive differentiation of these conditions 
based on the underlying causal mechanisms that mediate them. An outline diagram of 
the differentiated structure of the concept of adverse reactions to food, based on the 
schematic representation devised by Ortolani and Vighi (1995) and incorporating the 
additional distinctions identified through this review of the literature, is shown below 
in fig. 1.5.1.
The primary differentiation made in the structure and understanding of food reactions 
is between the toxic and non-toxic responses (Ortolani & Vighi, 1995; Zopf et al., 
2009). Some foods contain substances naturally that routinely prove toxic to humans. 
This is seen in the case of the secondary metabolites present in inedible mushrooms, 
the glycoalkaloids in potatoes, and the bacteria that colonise meat during the 
putrefaction process. Toxic food reactions have universal applicability. They are not
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culturally dependant nor do they suggest any personal physiological or psychological 
abnormality or susceptibility. The same toxin, ingested by any individual, will 
produce the same symptoms and the same physiological changes (Ortolani & Vighi,
1995). However, the severity of the toxic effects produced can be dose sensitive. For 
example, an average adult can consume up to 12.5 mg per day of glycoalkaloids, 
before any adverse reaction or toxic effect will be seen, but after this, the response 
will become progressively more severe in line with the increased quantity of 
glycoalkaloids consumed.
Fig. 1.5.1 Outline o f  the progressive differentiation o f  adverse reactions to food, base on Ortolani & 
V ighi’s (1995) schematic representation and incorporating the additional distinctions made by Zopf, 
Baenkler, Silbermann, Hahn & Raithel (2009) and Hyland (2011).
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Non-toxic food reactions, in contrast, are regarded as being dependant on individual 
factors and physiological susceptibilities and this subgroup of reactions is subdivided 
again, with differentiations made this time between those reactions that are believed to 
be immune mediated and those that are not (Crowe & Perdue, 1992; Ortolani & Vighi,
1995). Immunologically mediated reactions to food include experiences classically 
interpreted as allergy. Operating on the production of immunoglobulin E (IgE), this 
type of adverse reaction to food is well established and accepted in both clinical 
medicine and the scientific branch of immunology. Placebo controlled trials have 
identified anaphylaxis, urticaria-angioedema, atopic dermatitis, larynx edema, asthma, 
nausea, vomiting, and diarrhea as common confirmed symptoms of an IgE reaction to 
food with peanuts, nuts, fish and shellfish being common trigger foods in adults and
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egg and milk being additional common allergens in children (Bock et al., 1988; Hill, 
Firer, Shelton, & Hosking, 1986; Sampson, 1989).
This subsection of the models of adverse reactions to food also have a non IgE 
mediated grouping for reactions that are still held as being immune mediated, simply 
not IgE dependant. Conditions such as celiac disease and the malabsorption syndrome 
that is seen in infants, that are mediated by immune reactions at a cellular level, are 
typically accepted as being part of this subgroup (Kuitunen, Visakorpi, Savilahti & 
Pelkonen, 1975; Marsh, 1992). However, other mechanisms proposed for this group 
are more controversial. Immunoglobulin G (IgG) and IgG4 anti-food antibodies have 
frequently been found in patients with food reactions, however the pathogenesis of 
this mechanism has yet to be demonstrated and as IgG4 anti-food antibodies are also 
seen in individuals who do not experience food related symptoms this suggested 
mechanism is viewed in medical circles with scepticism (Jenkins & Vickers, 1998; 
Paganelli et al., 1987).
The group of adverse reactions to food that is non-toxic and non-immune mediated is, 
at present, divided into four further groups -  enzymatic, pharmacological, 
psychological and structural reactions (Hyland, 2011; Ortolani & Vighi, 1995; Zopf et 
al., 2009). Enzyme mediated reactions include those generated through the absence or 
insufficiency of enzymes such as lactase, which leads to difficulty in digesting the 
milk protein lactose, and genetic conditions such as phenylketonuria, where the 
phenylalanine hydroxylase enzyme is mutated resulting in an inability to properly 
digest phenylalanine -  an amino acid found in high protein foods. Pharmacological 
reactions to food can result from the ingestion of vasoactive amines, from the use of 
additives in manufactured foods and from other indirect pharmacological processes 
such as histamine-releasing foods like cheese and alcohol.
While the European Academy of Allergy and Clinical Immunology Subcommittee on 
Adverse Reactions to Foods model (Bruijnzeel-Koomen et al., 1995) focuses purely 
on physically mediated reactions, there are well-accepted and recognised 
psychologically mediated reactions to food. Food aversion is a powerful defense 
mechanism exhibited by humans, and other animals. Foods that have previously 
paired with gastrointestinal symptoms, particularly nausea, or transient illness will be
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avoided by the individual as a result of this primitive defensive mechanism aimed at 
the prevention of ingestion of noxious toxins (Bernstein, 1991; Garcia, Lasiter, & 
Bermudez-Rattoni, 1985). Unlike standard conditioned learning, where repeated 
pairings in close temporal proximity are required to produce a response, food aversion 
learning has a robust and unusual basis, forming after a single pairing and despite long 
delays between stimulus and effect (Garcia, Ervin & Koelling 1966; Garcia, Hankins 
& Rusiniak, 1974).
Relating this specifically to the term ‘food intolerance’, Hyland (2011) provided a 
theoretical argument in support of the role of conditioned learning in the manifestation 
of food reactions in individuals where no physiological explanations can be found. 
Rising out of a classical conditioned learning process, Hyland suggests that food can 
become a conditioned stimulus in the right circumstances. Using an example of a 
commonly repeated food, the bread in a lunchtime sandwich, in a frequently repeated 
situation of the rushed lunch break from a stressful job, the food can come to be 
recognised by the body as the stress trigger. Eating the food, in this case the bread, 
even when not in the stressful situation, can then encourage the body to enter the state 
of alert associated with stress and thus produce a symptom experience in response to 
eating the bread. Hyland states that the important aspects of this learning theory, in 
relation to the mediation of food responses, are that this type of food reaction occurs 
for foods that are regularly eaten, the severity of the symptom experience increases as 
the quantity of the trigger food is eaten, and when food avoidance is undertaken and 
another food substituted for the trigger food, new intolerances often manifest 
themselves.
The final category seen in the differentiation of adverse food reactions is the group of 
reactions mediated by structural abnormalities in the anatomy of some individuals. 
These structural abnormalities can arise out of genetic abnormalities, disease 
processes or surgical alterations (Zopf et al., 2009). This group of adverse reactions 
includes problems such as fat malabsorption resulting from the presence of gallstones, 
chronic diarrhoea following stomach or bowel resection, and abdominal pain in 
abdominal angina.
While the above reactions are well evidenced and supported in both the clinical and
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laboratory setting (Zopf et al., 2009), many individuals experience symptoms and 
illnesses that they believe are food related, but no evidence can be found in them to 
support this connection. While this may be because the symptoms are either not food 
related, or result from some level of aversion, there is a degree of acknowledgement in 
the literature that scientific knowledge in this area is limited and the advancement of 
medical understanding is ongoing. Differentiated along the lines of the non-toxic, 
non-immune mediated conditions, the European Academy of Allergy and Clinical 
Immunology Subcommittee on Adverse Reactions to Foods recognized that there are 
biologically mediated reactions to food that are as yet unknown, the mechanisms not 
clearly understood or well evidenced and suggested that there was a place for a 
subgroup in their model labeled ‘unknown’ (Ortolani & Vighi, 1995).
1.5,2 The Place o f  Food Intolerance in Adverse Reactions to Food
Where the term ‘food intolerance’ fits in the formal medical models and 
understanding of adverse reactions to food is complex and appears to vaiy greatly 
across clinical disciplines, with no absolute pattern of use or established consensus of 
meaning.
One of the earlier classifications of food intolerance was published by Anderson 
(1986). It drew on a report from the American Academy of Allergy and Clinical 
Immunology and National Institute of Allergy and Infectious Diseases, which aimed 
to provide greater standardisation of the meanings and interpretation of the different 
terms used to describe the many adverse reactions to foods (Anderson & Sogn, 1984). 
Anderson’s classification (1986) presented a dichotomy, splitting the various reactions 
into food intolerance and food allergy. Food intolerance was used to describe toxic 
reactions, pharmacological reactions, and enzyme mediated responses, and 
specifically excluded the immunological reactions. Structural abnormalities and 
aversion were not referred to at all in this classification. A representation of this 
classification, and the other definitions discussed below, in relation to the progressive 
differentiation of adverse reactions to food, is illustrated below in fig. 1.5.2.
In comparison, the European Academy of Allergy and Clinical Immunology 
Subcommittee on Adverse Reactions to Foods model used the term ‘food intolerance’ 
to denote reactions to food that were non-toxic and non-immune mediated (Ortolani &
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Vighi, 1995). This meant that food intolerance represented only the conditions that 
originated from enzyme deficiencies or had a pharmacological basis. However, this 
model also included an ‘unknown’ section for conditions that were presumed to be of 
physical origin, the model specifically excluding psychological food reactions. 
Meanwhile, the British Nutrition Foundation and Royal College of Physicians’ 
Classification produced a taxonomy that made an initial three-tiered distinction of 
adverse reactions to food, differentiating food intolerance from food aversion and 
food poisoning, but including immune mediated reactions under the term food 
intolerance (British Nutrition Foundation, 2002; Royal College of Physicians and the 
British Nutrition Foundation, 1984).
Fig. 1.5.2 A  representation o f  the contrasting definitions o f  the term ‘food intolerance’, in relation to 
the progressive differentiation o f  adverse reactions to food.
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The most recent classification of food intolerance was produced as part of a structured 
diagnostic algorithm offered by Zopf et al. (2009). It used the term food intolerance 
to cover all the mechanisms involved in adverse reactions to food including allergic 
reactions and toxic food poisoning as well as the category of structural food 
intolerance.
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1.5.3 The prevalence o f  food intolerance
As there is no consensus of what food intolerance actually is, measuring the 
prevalence of ‘food intolerance’ is somewhat problematic. Despite this, there have 
been studies identifying prevalence rates for ‘food intolerance’ in the UK and in other 
western populations.
Prevalence studies have taken two distinct approaches to the identification of food 
intolerance. Firstly, there is the group of studies that have attempted to ascertain 
corroboration through objective verification. The European Academy of Allergy and 
Clinical Immunology regards the double blind placebo control oral food challenge 
(DBPCOFC), combined with a detailed history, as the gold standard authentication for 
physiological adverse food reactions (Mabin, 1996). The blind trials and use of 
placebos are intended to provide objective evidence and to differentiate between 
psychological and biophysical reactions to foods, thus making the designation of food 
intolerance a proven physical reaction to food, and the studies employing this method 
of diagnosis suggest that the prevalence of food intolerance in the general population 
is low (Anderson, 1991; Woods et al., 2002; Young et al., 1994).
For example, looking at the UK population. Young, Stoneham, Petruckevitch, Barton 
and Rona (1994) found, using DBPCOFCs in a group of 93 individuals who had 
identified themselves as having food sensitivity in a postal questionnaire, that less 
than 20% of them actually had proven reactions to foods. Extrapolating this to the 
initial results of the postal questionnaire, the estimated prevalence of objectively 
identifiable food intolerance in the general UK population was found to be between 
1.4% and 1.8%. In a similar study of the Dutch population, Jansen et al. (1994) 
found after undertaking DBPCOFC testing in a sample of individuals who believed 
they had food intolerance, the estimate of the prevalence in the Dutch population was 
also low at 2.4%, although higher than in the UK study.
Other studies have attempted to provide objective evidence for their prevalence 
estimations using skin prick tests as validation of an adverse reaction to food, for 
example Woods et al. (2002). However, skin prick tests rely on IgE mediation. Such 
methodology, therefore, only identifies one specific form of adverse reactions, the one 
that is most often not included in definitions of the term ‘food intolerance’ as
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discussed earlier. Nonetheless, this study was written up and published as a report on 
the prevalence of ‘food intolerance’.
In a more recent study, Zuberbier et al. (2004) used multiple methods to provide 
prevalence rates supported by objective evidence. Studying the German population 
Zuberbier and colleagues invited respondents from their telephone questionnaire who 
identified themselves as having adverse reactions to various foods to undergo further 
investigation. Using skin prick tests, blood tests and DBPCOFC this study suggested 
an overall prevalence rate in the German population of 3.7%, 2.6% being attributed to 
IgE mediated reactions, and 1.1% to non-IgE mediated reactions, but allocating all of 
them to the title ‘food intolerance’.
The second approach to measuring the prevalence of food intolerance is the ‘self- 
report’ method. By defining a group of characteristics pertinent to the investigators’ 
interpretation of the term food intolerance, several studies have reported on the 
prevalence of what is now commonly characterised as ‘perceived food intolerance’. 
This approach produces different measures of the prevalence of food intolerance due, 
at least in part, to the different classifications of the conditions on which the criteria of 
the various studies are based.
Some studies have kept the inclusion criteria very broad. An early study conducted by 
Burr and Merrett (1983) asked respondents to indicate whether any foods ‘made them 
ill’, and if so, to indicate which foods triggered the reaction and what symptoms they 
experienced. They found that 26% of the female respondents and 19% of the male 
respondents identified themselves as having food intolerance under this inclusive 
definition. This is one of the earlier studies conducted and specifically uses the term 
‘food intolerance’ in reference to the focus of the prevalence that they were 
investigating, even though the questionnaire itself did not make reference to such an 
illness label.
Each of the studies discussed above, reporting on objectively identified adverse 
reactions to food, also conducted an initial investigation into the prevalence of food 
intolerance in the general population based on self reports, with all the studies using 
slightly different criteria and employing slightly different phrasing in the
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ascertainment of whether the individuals perceived that they had a food intolerance.
In the German study, Zuberbier et al. (2004) questioned the participants about 
perceived connections between their food ingestion and itching, eczema, urticaria, 
angioedema, rhinitis, asthma, intestinal symptoms, headache and other symptoms. 
The prevalence of self-reported adverse reactions to food in this study was 34.9%.
Young et al. (1994), identified prevalence rates in the UK, based on self-reports of 
food intolerance, as 20.4%. As in Zuberbier et al. (2004), they asked about the 
participants’ perceived connection between food ingestion and itching, eczema, 
urticaria, angio-oedema, asthma, rhinitis, intestinal symptoms, joint symptoms, 
behavioural or mood changes, and headaches. It is not clear from the paper if the term 
‘food intolerance’ was referred to in the questionnaire, however, their report on the 
findings refers to the results as identifying the prevalence of food intolerance and the 
prevalence of perceived food intolerance from the self-reported adverse reactions to 
food. Combining the term food intolerance with food allergy, Jansen et al. (1994) 
found through self-reports of reactions to foods a 12.4% prevalence in their Dutch 
population.
1.5.4 Obtaining a Food Intolerance Diagnosis
While the DBPCOF is considered the gold standard in the identification of 
physiologically mediated adverse reactions to food, its practicality as a diagnostic tool 
in the health care setting is questioned due to the prohibitively complex and costly 
nature of the preparation and testing procedures. Further, the usefulness of the 
DBPCFC is disputed in the case of adverse reactions that are physiological responses 
but not immune mediated. The adverse reactions that fall into the categories of 
enzyme mediated, pharmacological, and ‘other’, are suggested to be dose responsive, 
similar to toxic reactions, requiring quantities larger than practicable in a DBPCOFC. 
Other interpretations of the mediation processes in these reactions suggest that in 
some circumstances symptoms occur only with specific combinations of foods, an 
extreme and proven example of this being the toxic combination of coprinus 
mushroom and alcohol, and in others circumstances the food reaction has a response 
time too prolonged to be considered definitive in a DBPCFC test (Ortolani & 
Pastorello, 2006).
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The skin prick test, as used in the prevalence study conducted by Zuberbier et al. 
(2004), involves a process of pricking a small quantity of a specified allergen into an 
individual’s skin and then observing for a topical reaction in the form of a rash, weal, 
hives, or redness. Generic positive and negative substances, in the form of histamine 
and saline respectively, are also applied as a control. Skin prick tests rely on IgE 
mediation and therefore are only of use in immune-mediated reactions to food. This 
renders it of very limited use generally and redundant for diagnosis of other forms of 
food reactions (Mabin, 1996). There are also blood tests, the radioallergosorbent test 
for example, that are used to identify IgE reactions in a laboratory setting. As they too 
are based on immune reactions they have a similar range of application and limitation 
as the skin prick tests. They are, however, of importance in the diagnosis and 
identification of trigger foods in individuals prone to severe anaphylactic reactions as 
they are done without putting the person in contact with the potential allergen 
(Ortolani & Pastorello, 2006).
There are other diagnostic tests, in vitro and in vivo, which propose to specifically 
detect ‘food intolerance’, that are commonly available to the public through shops and 
private clinics, but they are widely regarded by health professionals as unproven and 
the use of them controversial (Jenkins & Vickers, 1998; Ortolani et al., 1999). These 
include IgG ELISA Allergy Test, applied kinesiology (muscle tone testing), VEGA 
testing (electrodermal testing), hair analysis testing, and leucocytotoxic Test (Bryan’s 
Test). These proposed ‘diagnostic’ tests have been contentious since their inception 
and, in the context of their use in adverse reactions to food, having been thoroughly, 
systematically and repeatedly examined over the last 30 years, remain of no proven 
value, with no proven diagnostic accuracy (American Academy of Allergy, 1981; 
Jenkins & Vickers, 1998; Ortolani et al., 1999; Royal College of Physicians, 1992; 
Sethi et al., 1987; Stapel, 2008; Wuthrich, 2005).
Elimination diets have also been suggested as a route to diagnosis in food intolerance 
and other food reactions. Such diets can either involve a complete paring down of the 
diet to a very small number of foods, reintroducing other foods over the course of 
several months, and watching for the return of symptoms, or involve removing only 
the foods suspected of causing the reaction and watching for an improvement in
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symptoms (Ortolani & Pastorello, 2006). While elimination diets have proven useful 
across many of the forms of adverse reactions to food, they are by no means a simple, 
comprehensive or definitive diagnostic process. As well as the practical difficulties of 
ensuring that foods are truly eliminated from the diet, symptoms, as identified earlier, 
are a matter of perception and subject to the influence of attention and expectation. 
Therefore the experience of symptoms following the open and anticipated removal or 
réintroduction of suspect foods may be due to the food ingested, or may instead be a 
psychological artifact as a result of the directed attention and expectation. Whether 
psychological reactions to food constitute food intolerance depends largely on which 
interpretation of food intolerance is adopted.
1.5.5 Summary o f  the interpretation, prevalence and diagnosis o f  food  
intolerance.
Taken as a whole, the literature suggests that the term ‘food intolerance’ has neither a 
specific definition nor an agreed scientific understanding. It has been used with 
extreme breadth to cover all adverse symptoms, experiences and reactions to food, as 
well as being used with narrow specificity for a limited subgroup of conditions. 
Nonetheless, attempts have been made by the scientific community to establish 
prevalence rates of ‘food intolerance’ with widely differing findings that reflect the 
widely differing interpretations of the object that they are measuring. While there are 
certainly population differences and general methodological differences that would 
account for considerable disparity between the estimates of prevalence, such vast 
variation, from 1.4% to 34.9%, must also owe much to the lack of a shared definition. 
Similarly, there is no clear or universally verified route to diagnosis. There are 
commercially available tests purporting to be able to diagnose ‘food intolerance’ but 
the efficacy of them is dubious and their use viewed with scepticism by scientific and 
medical specialists.
1.6 Interpretation of the literature as a whole: Symptom 
perception, illness cognitions, medically unexplained 
symptoms and food intolerance
The review of the literature identified that individuals form cognitive representations
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in order to make sense of symptoms and illness events, defining an identity for the 
experience, and forming an understanding of its cause, consequence, timeline and 
cure/control potential. The literature suggests that the representations that the 
individual forms play an influential role in important aspects of the illness experience 
including help-seeking, adherence to treatment and medication, recovery fi-om the 
illness, and adjustment to its ongoing consequences. However, the literature also 
suggests that not all symptom experiences are illness related, being subjective 
experiences and a matter of perception and interpretation. Further, the cognitive 
representations that the individual forms will be based on information, obtained from 
a variety of sources, that is personally relevant and culturally sensitive, leading to 
interpretations and representations of illnesses that are idiosyncratic, often with 
limited resemblance to the received medical or scientific wisdom. The literature 
identified that not all symptom experiences will result in the formation of an illness 
identity, remaining unresolved and unexplained by either lay management or formal 
medical investigation. Moreover, the ongoing absence of an identity or explanation 
for a symptom or illness experience is suggested by the literature to be associated with 
profound negative consequences for the individual’s physical, social and emotional 
functioning. While such unexplained symptom experiences are often presumed to be 
psychologically mediated, treating them as such has been seen to achieve little in 
terms of either symptom relief or improved function, even where the individual is 
open to a psychological interpretation of their experience.
The literature review identified that food intolerance is a concept that is poorly 
defined with many, and somewhat conflicting, classifications in the scientific 
literature of what constitutes a food intolerance and what does not. The literature 
showed that although 12.4% to 34.9% of the general population believe that they have 
symptomatic experiences caused by the ingestion of specific foods, objective 
verification of a biophysical reaction can only be achieved in a small proportion of 
these individuals. There are several rationalisations for the gap between the 
prevalence rates of subjectively and objectively identified food intolerance including 
person base theories, such as the misattribution of the symptom cause, the 
psychological mediation of the symptom experience, and practical and 
methodological based theories, such as the poor sensitivity and specificity of the 
methods used to produce the objective verification. Similarly, while some of the
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potential diagnostic processes proffered for food intolerance in the clinical setting are 
rejected by the whole range of medical and scientific specialties, the acceptability and 
validity of other diagnostic routes is dependant on how food intolerance is defined -  
as a purely physical reaction, immune mediated or not, or as any reaction perceived by 
the individual as resulting from the ingestion of certain foods.
1.7 The aim of the thesis
Regardless of the dispute as to the definition and validity of food intolerance, either as 
a general concept or as a specific diagnosis, a variable proportion of up to 34.9% of 
the general population believe they have symptom experiences that are food mediated, 
and have adopted some interpretation of the concept of food intolerance in order to 
make sense of this experience. While the scientific interpretations of food intolerance 
are well evidenced in the literature, thé lay interpretation has not been explored and it 
is the aim of this thesis to provide a psychological perspective of the experience of 
food intolerance.
While it is important to acknowledge that the scientific debate exists, as it is likely to 
influence, at some level, the individual’s experience, it is not the intention of this 
thesis to enter into the debate as to the veracity of food intolerance, nor to take a 
stance on it as either a physically mediated condition or psychological manifestation. 
This thesis is interested instead in food intolerance as it is formulated in the 
individual’s account of their reality (Ashworth, 2003; Breakwell & Rose, 2006; 
Willig, 2001).
This thesis will investigate the experience of food intolerance and its interpretation as 
an illness identity, and the findings will be reflected back to the literature base as 
interpreted above, focusing on the areas that have been identified as important to the 
initial understanding of illness experiences, namely symptom perception, sources of 
health information, and the construct and influence of cognitive illness 
representations. As food intolerance is, at present, an ambiguous diagnosis in clinical 
terms, this exploration of food intolerance will also be reflected back to the literature 
and historical interpretations of medically unexplained symptoms and other 
contentious diagnoses used to explain them, as identified in the review of the
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literature.
1,7,1 Epistemology
The epistemological stance taken in this thesis is one broadly in keeping with social 
constructivism, being based on the premise that reality is a social construction, not an 
objective truth, and that "multiple realities" exist, occurring at both the personal and 
societal levels, and altering between different groups, different settings and over the 
course of time (Lincoln & Guba, 2000). This epistemological stance assumes that the 
ways in which individuals ‘know’ about their version of reality arise through social 
processes that are culturally and historically specific (Burr, 2003; Coyle, 2006). The 
research methods used in this thesis were therefore chosen, not only for their 
appropriateness to answer the individual research question, but also to fit accordingly 
with this epistemological stance.
The methodologies of interpretive phenomenology and discourse analysis, used in 
Chapters 2, 4 and 5, are clearly coherent with the chosen epistemological stance 
(Coyle, 2006; Smith & Osbom, 2003). The content analysis, used in Chapter 3, while 
following the defined structure of the five dimensions of cognitive illness 
representations, also remains true to the epistemological stance of the thesis as a 
whole, examining the different ways food intolerance is discussed and presented in the 
print media and elucidating the different versions of food intolerance that are available 
in different circumstances.
1,7,2 The structure o f this thesis
It is intended that this thesis will provide a rich insight into the experience and 
interpretation of the food intolerance illness identity and in order to do so will 
examine the interpretation of it from four different perspectives, each of which being 
known to play a role in the general formation of illness representations. The thesis 
will commence with an exploration of food intolerance from the perspective of 
individuals who have identified themselves as having the condition, elucidating their 
personal experience and what it means to them. The two subsequent chapters present 
the exploration of food intolerance from the media perspective and examine, firstly.
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the overt messages relevant to the formation of the five dimensions of illness 
representation therein, and then examine how discursive resources and rhetorical 
strategies are used in the media, in relation to the construct of food intolerance, and 
with what effect. The final chapter presents an investigation of the general 
practitioners interpretation of food intolerance and the meaning it holds for them. The 
research chapters now follow.
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Chapter 2
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2 Study 1: Food Intolerance and the Path to Being Well: 
the lay interpretation and experience of having food 
intolerance.
2.1 Summary
This chapter presents a qualitative study exploring the experience of food intolerance 
from the perspective of individuals who believe they have this condition. The 
chapter’s introduction summarises the scientific understanding of food intolerance and 
discusses what research has already identified in relation to the experience of this 
condition. The chapter then continues, after describing the study’s interpretive 
phenomenological analysis methodology and process, to present the research results in 
four separate sections. The first results section -  ‘the manifestation and identity 
representations of food intolerance’ -  illustrates the participants’ descriptions of the 
symptomatic expression of their food intolerance, while the other three results 
sections -  ‘public perceptibility’, ‘a path to being well’ and ‘the paradox of symptom 
control’ -  present the super-ordinate themes, emerging from the data, that illustrated 
the lived experience of the condition. The chapter continues with a discussion of the 
findings in relation to the established literature base regarding food intolerance, 
adherence to dietary restrictions and effect of obtaining a diagnosis. The chapter 
concludes with an exploration of the study’s limitations.
2.2 Introduction
Food intolerance is one of medicine’s modem enigmas with little consensus around 
the world, or between medical specialties, as to what constitutes a food intolerance 
and what mechanisms mediate it (British Nutrition Foundation, 2002; Ortolani & 
Vighi, 1995; Woods et al., 2002; Zuberbier et al., 2004). Research in food 
intolerance has focused mainly on the issues of definition, diagnostic validity, and 
prevalence, and much of the academic interest in this subject focuses on the vast 
differences in the prevalence of perceived food intolerance in comparison to the 
prevalence of food intolerance that has been verified through independent observation.
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Epidemiological studies, using the double blind placebo controlled food challenge 
(DBPCFC) as a diagnostic marker, suggest that the prevalence of food intolerance in 
the general population is between one and two per cent (Anderson, 1991; Woods et 
ah, 2002; Young et ah, 1994). Although the DBPCFC is considered by the European 
Academy of Allergy and Clinical Immunology as the gold standard diagnosis for 
reactions to food, providing truly objective evidence of a biophysical reaction to 
specific foods and fi-ee from the possibility of psychological confounding (Mabin,
1996), the sensitivity and usefulness of the DBPCFC is questioned in the case of food 
intolerance. Studies using self-report measures have, in comparison, estimated food 
intolerance to have a prevalence of up to 34.9% and have found it to be attributed as 
the cause of many of the non-specific and common symptoms seen in the primary care 
setting including rashes and itchy skin, diarrhoea, ruimy and stuffy nose, and 
headaches (Altman & Chiaramonte, 1996; Jansen et al., 1994; Vatn, 1997b; Woods, 
Abramson, Bailey & Walters, 2001; Young et al., 1994; Zuberbier et al., 2004). 
While many prevalence studies have provided long and detailed lists of common 
trigger foods and symptom episodes associated with food intolerance (Woods et al., 
2001; Zuberbier et al., 2004), the investigation of the experience of food intolerance 
beyond such epidemiological data is limited.
Two studies have researched aspects of the consequences of food intolerance, both 
using quantitative survey methods and both adopting a ‘self-report’ interpretation of 
its concept. Monsbakken, Vandvik and Farup (2006), primarily studying the 
prevalence of food intolerance, also investigated its nutritional consequences. The 
study identified that 12% of the participants who avoided their perceived trigger foods 
had an inadequate diet with significant nutritional deficiencies. Such deficiencies 
included insufficient energy intake with under-nourishment and weight loss, extreme 
fat avoidance, and various vitamin and mineral deficiencies. However, the research 
also found that not all of the participants avoided or limited their intake of the food 
they believed to be causing the symptom experiences. While this was raised as an 
interesting finding by the authors, the study had not been set up to examine this aspect 
and so the participants’ rationale for choosing not to avoid the food could not be 
elucidated.
Knibb et al. (2000) investigated the consequences of perceived food intolerance on
80
welfare, lifestyle and food choice practices. They identified that the participants in 
their study with perceived food intolerance had taken significantly more time off work 
in the previous year than those participants who did not perceive food intolerance. 
However, only a fraction of this time off was related to their food intolerance 
symptom experiences. The researchers also found that 17% of the individuals 
reporting food intolerance experienced disruption in their physical activity and daily 
routine. Similar to the findings of Monsbakken et al. (2006), this study also found that 
only a proportion (65%) of the participants reported changing their eating habits, 
avoiding the identified trigger food or substituting other foods into the diet to replace 
it. Overall the researchers concluded that, while the result had shown some 
statistically significant differences between the participants who did and did not 
perceive themselves to be food intolerant, the consequences of perceived food 
intolerance on welfare and lifestyle did not appear to be substantial either on a 
personal scale or in the number of participants involved.
In contrast to the findings of the above studies, when many individuals who perceive 
themselves to be food intolerant chose not to avoid their trigger food, market research 
suggests that a growing number of individuals are altering their diet and food 
purchasing behaviour in order to avoid consuming specific foods and ingredients. 
Mintel (2006) found that the demand for products that are free of various food 
constituents such as gluten, dairy products, and wheat had increased by 165% from 
2000 to 2002. They found that this sector of the food industry, worth £55.6 million in 
2003, grew to £90M by 2005 and they predicted that it would be worth £138M by 
2008.
In keeping with the interpretation of medically unexplained symptoms in many other 
symptom groups and patient populations, individuals who purport to have food 
intolerance in the absence of objective verification have been suggested to have high 
levels of neurotic symptoms, an assertion investigated by Peveler, May ou. Young & 
Stoneham (1996). Examining the psychiatric aspects of symptoms reported by 
individuals who primarily attributed their experience to food intolerance, Peveler et al. 
(1996) found that such individuals suffered less psychological impairment than those 
attributing symptoms to other causes such as stress, food contamination, or stomach 
and bowel disorders. Further, when identifying the prevalence of probable psychiatric
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illness, a lower prevalence was found in subjects attributing their symptom 
experiences primarily to food intolerance than was found in subjects attributing their 
symptoms primarily to stress or other causes.
This is, at present, the extent of the research examining ‘food intolerance’ beyond the 
issues of scientific definition, diagnosis, and prevalence, and it is noteworthy that 
while the scientific interpretations of food intolerance are readily found in the 
literature, the lay interpretations of food intolerance, as a diagnosis and illness 
identity, have not been explored. Therefore, the aim of this study is to gain an 
understanding of the phenomenon of food intolerance, in the light of the uncertainty 
that surrounds it and fi“om the perspective of individuals who believe they suffer from 
this condition.
Leventhal et al. (1980) identified that, in order to understand and make sense of 
symptom experiences, individuals will form cognitive representations of the perceived 
illness threat and these representations fall into five distinct dimensions -  identity, 
cause, consequence, timeline, and cure/control (Hagger & Orbell, 2003; Lau & 
Hartman, 1983). It is knovm that the specific beliefs that constitute the 
representations are often idiosyncratic and incongruent with the established 
biomedical wisdom as they are based on a range of information that has been 
accumulated over the individual’s lifetime, selected due to personal relevance, and 
garnered from a variety of sources with varying levels of factual accuracy. Regardless 
of the idiosyncratic beliefs seen within illness representations, the five dimensional 
structure of the model has been found to be valid across many and various medical 
conditions, including those of an ambiguous and emergent nature (Heijmans, 1998; 
Moss-Morris et al., 1996). The ambiguous nature of food intolerance as a medical and 
scientific concept need not, therefore, be a barrier to the formation of practical and 
relevant illness representations.
It is not the intention of this study to specifically examine the illness representations 
of food intolerance. Rather, using qualitative methods, this study intends to provide 
an insight into the experience of food intolerance, and the way in which the 
individuals make sense of their perceived food intolerance diagnosis, and will use the 
apposite framework provided by Leventhal et al.’s (1980) commonsense model of
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illness representations to support the interpretation of the research findings.
2.3 Aims
The aims of this first study are therefore to explore the ways in which individuals who 
believe that they suffer fi*om a food intolerance make sense of and experience their 
condition.
2.4 Methodology
This study employed a qualitative in-depth design using a semi-structured interview 
schedule. An interpretive phenomenological approach which allows an exploration of 
the participants’ perspectives on the phenomenon being studied (Conrad, 1987; Smith,
1996) was considered appropriate. It is particularly appropriate in this study as it 
emphasizes ‘sense making’ (Smith & Osbom, 2003) which was expected to be salient 
in the exploration of a debated diagnosis such as food intolerance.
2.4,1 Recruitment
Participants for this study were recmited from a subset of individuals approached to 
take part in a larger research project into food intolerance. Questionnaires had been 
posted to a random 20% sample (age 16 and over) of patients from four General 
Practices across the UK (Glasgow; Birmingham; South London; and Norfolk). The 
surgeries had been selected for that study to obtain a spread of urban and rural 
locations, and to obtain a representative sample of the UK population in terms of 
social class and ethnicity. Questionnaires were sent to 6440 patients, of which 2384 
were returned and eligible for statistical analysis, giving a response rate of 37%.
Respondents to the questionnaire who had volunteered their contact details and 
willingness to participate further were then selected to be approached for interview for 
this present qualitative study if they experienced symptoms that they attributed to a 
food intolerance.
Although 535 individuals met the inclusion criteria, it was planned that active 
recmitment to the study would cease when data saturation occurred. This meant that
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only 67 of the 535 respondents who met the inclusion criteria were actually 
approached for an interview. 21 individuals agreed to take part in the study, however, 
one participant was unable to undertake the telephone interview due to changing work 
and life commitments.
2.4.2 Participants
20 participants, 6 men and 14 women, were interviewed between April and June 2007. 
3 participants were from Glasgow, 4 from London, 9 from Norfolk, and 4 from 
Birmingham. The participants were aged between 25 and 64 years with an average 
age of 47 years. 2 participants were postgraduate students, 2 were housewives, and 1 
participant was retired. The remaining 15 participants were in employment and 
identified themselves as having various occupations including a lawyer, a postman, a 
social worker, a bar maid and a professional singer.
2.4.3 Procedure
Semi-structured interviews were conducted by telephone and were tape-recorded. The 
same interviewer -  the author of this thesis -  conducted all the interviews. The 
recordings were transcribed verbatim. The participants were asked the following 
questions:
‘Tell me about your food intolerance.’
‘What do you think causes it?’
‘What made you think that this is the cause?’
‘What do you do to manage your food intolerance?’
‘Have you gone to anyone for help with your symptoms or your food intolerance?’ 
‘Are there any other possible causes for your symptoms?’
Because of its semi-structured nature the interview schedule was used only as a guide 
that allowed the interviewer to investigate in greater depth the participants’ responses 
following the individual paths chosen by each participant (Smith & Osbom, 2003). 
The schedule was developed following the review of the literature on food intolerance 
and in the light of the debate surrounding disputed diagnoses in general. The interview 
schedule was piloted and remained unchanged throughout the data collection period.
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Although face-to-face interviewing is traditionally suggested to be preferable in 
qualitative research and is the most frequently used mode of interviewing 
(Opdenakker, 2006; Sweet, 2002) telephone interviews are gradually becoming more 
common and there is a growing base of published literature using this method of 
interviewing (Novick, 2008). In the case of this study, the telephone interviews 
appeared to allow a freer exchange in the interview with the disclosure of some very 
sensitive information, when compared to previous face-to-face interviews conducted 
by this author in the conduct of other research studies. This experience is not unique 
to either this study or this author with several other authors reporting a similar benefit 
to the use of telephone interviews (Chappie, 1999; Kavanaugh & Ayres, 1998; Sturges 
& Hanrahan, 2004). As such, the use of telephone interviews in this study, rather than 
face to face interviews, appears to have been advantageous in the elicitation of full, 
rich and detailed disclosure by the participants.
2,4,4 Data Analysis
The recordings were listened to and the transcripts read and re-read so that a holistic 
familiarity with the data was achieved. The analysis proper then commenced with, the 
identification of any part of the texts that appeared to be of particular importance 
within each individual interview transcript, and annotations were made as to the 
primary interpretation of what was being said. Once this was complete for all 
individual texts, the initial notes and primary interpretations were developed into 
themes. Comparisons were then made between the individual transcripts in order to 
identify common themes and further refine the initial interpretations and thematic 
boundaries. Emerging themes were organised into clusters and then checked against 
the original data in the context of the interview as a whole to ensure the allocation of 
views to themes were grounded in the participants’ own narratives. The themes were 
refined accordingly and examined for connections that were then transformed into 
superordinate themes. The interpretations made, and the themes, clusters and 
superordinate themes identified were checked against the original texts at each stage 
of the analysis and any aspects of the text that had not appeared to fit with the 
emerging themes were re-examined to ensure that divergent and atypical accounts 
were understood and incorporated into the analysis as a whole (Smith & Osbom, 
2003).
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The interpretive phenomenological approach is a dynamic method with the researcher 
actively involved in the research process. It is the process of the researcher 
interpreting the participants’ interpretation of the phenomenon under investigation. 
The author of this thesis is a health promotion specialist and a health care 
professional, and was at the time of undertaking this study, working in the field of 
health psychology research. Although co-managing a different study that was 
running and evaluating a food intolerance clinic to support dietary manipulation, the 
author of this thesis is interested in food intolerance but does not hold any vested 
interests in its medical status.
2.4.5 Quality, Rigor and Trustworthiness
In order to ensure and maximise the quality, rigor and trustworthiness of this research 
study the principles established by Silverman (2006) have been adhered to. These are, 
to be specific, analytic induction, constant comparison and comprehensive data 
treatment. This study achieved these by examining in detail all the different parts of 
the data, and by identifying and elucidating deviant cases in the study. The 
interpretations of individual texts were examined in relation to other cases within the 
study and to further promote the quality, rigor and trustworthiness of the research 
study, segments of the original text have been provided in the results section, as 
evidence of the basis of the interpretations and findings asserted in this study.
2.5 Results
2,5,1 The manifestation and identity representations o f  food  
intolerance
All the participants in this study described themselves as having food intolerance and 
all reported experiencing bodily symptoms that they believed resulted from eating 
specific foods. However, although they all identified themselves as having food 
intolerance, the exact manifestation of it varied greatly among the twenty participants. 
While food intolerance, for some, produced gastrointestinal symptoms, others 
reported dermatological, neurological or upper respiratory symptoms.
I have a couple o f  skin things, seborrhoeic dermatitis which tends to flare
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up with certain foods that I eat... It only ever really bothers me if  I’m 
having a lot o f  dairy products. (Lola, 25)
Usually, pretty much about 24 hours after having consumed chocolate...I 
get a ghastly headache. (Oliver, 56)
I get a lot o f  fluid in my nose and my hay fever is much worse when I 
have dairy. (Charles, 39)
There was also great variation among participants as to which foods they were 
intolerant of, even within symptom groups.
M y symptoms were just sort o f  digestive. But I only understand more 
about my symptoms now in retrospect, now that I’ve come o ff it. And I 
actually think now I’m fairly sure I can attribute them to having milk 
products. (Sarah, 36)
It’s like I get a bloated stomach, and then I get wind or flatulence, and it’s 
quite bad. My stomach aches. It tends to be when I’m eating bread and 
things like that, but it’s quite uncomfortable. (Daniel, 38)
Well I suffer from almost constant diarrhoea, especially in the mornings, 
and I can feel that it’s the coffee. (Jessica, 43)
Furthermore, the perceived severity of the symptoms experienced also varied. Some 
described their symptoms as “slight” or “mild” whereas other participants used words 
such as “excruciating”, “terrible” or “debilitating”.
I can get up in the morning and have a cup o f  coffee and only that cup o f  
coffee and literally within minutes I have to run to the toilet. I can get 
terrible, terrible cramps, stomach cramps with it. I mean it’s quite 
excruciating sometimes. (Jessica, 43)
It’s mainly sort o f  a slight rash or... spots really, mainly that. It seems to 
have an adverse affect on my skin, more that anything. (Mary, 50)
Such variation in the manifestation and symptom experience of food intolerance is in 
keeping with epidemiological and quantitative studies that have examined the 
prevalence of food intolerance, both in the UK and around the world (Vatn, 1997b;
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Woods et al., 2001; Woods et al., 1998). However, while there were many different 
symptoms represented in the group as a whole, the individual experience of the 
condition presented a narrow identity representation, with each individual only 
offering a limited set of symptoms associated with their own food intolerance. This 
would suggest that food intolerance has a diverse identity, but not a highly 
symptomatic one.
Despite the differences in trigger foods and the range of manifestations among the 
individuals in this study, shared themes in the perception of food intolerance did 
emerge from the data and coherence among the participants’ interpretations was 
found. Three super-ordinate themes emerged from the data -  public perceptibility, a 
path to being well and the paradox of symptom control. These will now be discussed 
and illustrated with exemplar quotes.
2,5.2 Public perceptibility
From a medical perspective, symptoms are indicators of pathology and, as typically 
seen with individuals experiencing symptoms (Cameron, Leventhal, & Leventhal, 
1993; Cameron, Leventhal, & Leventhal, 1995; Idler et al., 1999) the participants in 
this study had attempted to determine whether their experiences could be attributed to 
a specific identifiable condition. At the onset of their symptoms, the participants had 
considered that they might be signs of “cancer”, “hypothyroidism” or “the 
menopause”. However, in the end, either through their own analysis or through the 
investigations of their GP, the participants had concluded that there was no significant 
pathology underlying their symptoms.
I mean, when you get symptoms like that I suppose at some point you 
think, what if  there’s something terribly wrong with me and that, I think, 
is what prompted me to go to the doctor the last time. You know, what if
it is something really nasty  But if  it was something nasty it would
have taken me by now. It would have taken me the first time. I mean I 
don’t think it is anything worse than diarrhoea. (Jessica, 43)
The experiences identified by the participants, having symptoms that have no 
identifiable pathological cause, are commonplace in modem medicine (De Waal et al., 
2004; Fink et al., 2005; Toft et al., 2005). The concepts of disease, illness and health.
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and the ways in which these concepts interplay in our health care system, are 
numerous, complex and value laden and the views of patients and practitioners are 
often presented as opposing with a prevailing belief that while health care 
professionals are trained to treat disease -  the objective derangements of bodily 
systems and organs -  patients are instead seeking help for illness -  their subjective 
experience of disadvantaging changes in being and function (Nordenfelt, 2007; 
Turner, 1995). Further, disease and illness do not necessarily equate to one-another, 
in either direction. There are many individuals diagnosed with diseases who do not 
consider themselves to be ill (Hoffman & Harald, 2001) and at the same time around 
one third of the illness experiences presented by patients in the primary care setting 
are not explained by pathological disease (Katon & Walker, 1998; Kroenke, 2003; 
Peveler et al., 1997).
The presence of these incongruent agendas in the interactions between patients and 
practitioners is of particular consequence when there is disparity between the 
objective findings and the subjective experience. It can incur conflict and tension 
between the parties due to both explicit and implicit withholding of legitimization 
(Clarke & James, 2003; Glenton, 2003; Matthews, 1998; Simon, Katon, & Sparks, 
1990). There is a plethora of literature describing the struggle of individuals and 
patient groups as they fight for recognition of their state of illness in cases of disputed 
diagnosis (Glenton, 2003; Nettleton, 2006; Peters, Stanley, Rose & Salmon, 1998; 
Zavestoski et al., 2004). The participants in this study, however, appeared not to hold 
on to the concept of illness in the absence of objectively identified pathology, nor did 
they present any conflict between themselves and their General Practitioner. Instead, 
the participants appeared satisfied that they did not have a serious medical condition, 
they let go of the sick role and distanced themselves from the notion of illness.
They looked in the back o f  the eye and said no, that’s fine, there’s no 
problem there. It’s just one o f  those things where they said go away and 
get on with it; that’s basically what you have to do. (Jane, 58)
I mean it’s not like I pass out or I have to take time o ff  work or... it’s not 
an illness as such. (Mary, 50)
Even though the participants had concluded that their symptoms did not pose a
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significant threat to physical health, the symptoms were still perceived as problematic. 
The absence of pathology did not negate the unpleasantness of the symptom 
experience and though the participants did not now consider themselves to be ill, they 
did not view themselves as being well either.
While ‘health’ appears to remain an intangible concept there is consensus that it is 
more than just the absence of illness. In both lay and professional concepts, ‘health’ 
consists of positive dimensions as well as the absence of negative factors, and 
includes aspects of social and psychological well-being as well as physical 
functioning (Nordenfelt, 2007; Schmidt & Frohling, 2000; WHO, 1948). It emerged 
from the data of the present study that the consequence representations for the 
participants were now not about the physical consequences per se. Rather, the 
symptoms were experienced and evaluated for their meaning and significance in the 
participants’ social contexts.
They suggested that their symptoms caused undesirable features and behaviours in 
them, and they feared that these were perceptible to others. Some were described as 
visible, as in the skin problems experienced by Mary (below), while other symptoms 
were made perceptible to others by the behaviours generated in the participants. The 
participants judged that their symptoms caused them to present an image and an 
identity that was incongruent with the person they believed they were, or felt they 
should be, and embarrassment was frequently experienced.
It’s just embarrassing really, more than anything. When you’re maybe 
going through your teenage years expect you to have a bit of, you know, 
that, on your face, and that’s what you assume it is [hormonal spots], but 
then as you get older I suppose, it’s almost more embarrassing really.
(Mary, 50)
Basically it was quite bad bloating and wind after meals, so it was getting 
to a point where it was just really uncomfortable and quite embarrassing 
as well because I was living with somebody at the time, but I’m not now.
I was just hoping to get rid o f  my constant bloating and really bad 
flatulence. That was the main thing, really, because my partner would get 
quite annoyed. (Lisa, 25)
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The participants described how, while living with their symptoms, they needed to 
limit their lifestyle in order to facilitate the pretence of a socially acceptable image. 
They talked of the lengths to which they had gone, expending thought and effort to 
hide their symptoms from others. They attempted to manage their situation either by 
masking the symptoms by the use of medication, or by avoiding altogether the social 
circumstances in which the symptoms would be noticed or problematic.
I know it’s the kind o f  thing that people laugh about but it’s really quite 
restrictive. I mean like this morning I knew I had to be out for an 
interview. I had to plan. I need to get up and take a couple o f  Imodium 
just in case. You know because it’s not like you’re at your work and you 
can say, oh hey, I just need to go and pop to the bathroom. In an 
interview you can’t. It’s something that does play a part and you know, 
there’re decisions I have to make for planning the day ahead. (Jessica,
43)
Even though symptoms were in some cases infrequent, the then unknown and 
unpredictable nature of their occurrence dominated the experience of some 
participants and was a focus of distress. As the symptoms appeared to be 
unpredictable it was not possible to plan how to navigate around them to ensure they 
remained private. A perpetual anticipatory fear then overwhelmed the participants’ 
capacity to enjoy and engage fully in day-to-day activities.
I wouldn’t say I was depressed; I was getting really, really low. I’d just 
had enough, really. I was really stressed about it actually. Because I never 
knew when I was going to get stomach cramps or suddenly feel sick 
during the day. That’s the big thing that I’ve always had, stomach 
cramps, and then a fear that you’re going to need to get to the toilet. I’ve 
never actually needed to do that but the fear o f  it obviously then causes 
anxieties. (Milly, 45)
There were also situations where the participants’ symptoms were perceived as 
placing demands on the time and efforts of others, again causing embarrassment and 
social discomfort.
I got all this extraordinary bedding, which does help, and then we just 
sort o f  went through a catalogue and I decided to buy something that
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cleans the air in my room which I have found helpful. But I was aware 
that I could do all these silly things and when I went to stay with 
somebody, I ended up having to take my own pillows and you’re always 
causing a fuss, “I’ll have to put the dogs out, Sophie’s arrived”, or 
whatever. (Sophie, 42)
Managing life around the symptoms demanded time, energy and planning that the 
participants did not want to expend in this way. The practicalities of living with the 
symptoms were deemed to be barriers to the participants’ engagement in all their 
chosen activities, stifling and limiting their desired lifestyle.
You know simple things like with the family. They’d said oh w e’re 
supposed to have a good summer this year, can we go camping? And I 
thought, yeah that’d be a great idea, and then I thought, oh no that would 
be a dreadful thing, you know. It would be a dreadful idea.... I know that 
I have to be near a toilet. (Jessica, 43)
Even though taking on the sick role may legitimise deviant behaviors and position the 
individual as blameless for their situation (Parsons, 1951), the perceptible presence of 
illness can still be stigmatizing and lead to social rejection (Crandall & Moriarty, 
1995). The participants in the present study had wanted social inclusion and perceived 
that their symptoms threatened this and their social identity. They believed that the 
symptoms would identify them as unhealthy, regardless of the fact that they did not 
consider themselves to be ill.
Overall, within the theme of ‘public perceptibility’ it emerged that, in the absence of 
pathology, the symptoms experienced by the participants were viewed by them, not as 
a sign of illness per se, but as an indicator to the participants themselves and, in 
particular, a signal to those around them, of a disadvantaging health deficit -  
identifying them as not being healthy - with all the social and emotional implications 
that such a status entails.
2,5,3 A path to being well
The second dominant theme in the transcripts was that of a path to being well. 
Without exception, the participants in the present study had made their diagnosis of 
food intolerance themselves, without seeking medical verification, and did so through
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processes of trial and error, and personal communication with others. Serendipity also 
played its part. The media emerged as a valuable resource in this process, informing 
the participants’ understanding and interpretation of their symptoms. Participants 
cited all forms of media - television, newspapers, magazines, and books - as the 
sources of enlightenment from which they became aware of food intolerance and its 
relevance to their experience.
I just happened to pick up the book that said, food intolerance. And I just 
started to read that really. And it was the bit that said about... that was 
talking about lactose intolerance that got me thinking. Specifically 
because it sounded like my symptoms. And then I thought, ahah! (Milly,
45)
I just thought it was food 'cos... we've read so much about it in the, you 
know, in the magazines and newspapers with chemicals and things. I 
could be completely wrong. (Beth, 60)
Friends and relatives also proved important in faeilitating the diagnosis of food 
intoleranee. In some cases, simply being around another individual who had food 
intolerance, being part of their life from day to day, was enough to raise the 
participants’ awareness of the potential ‘fit’ of the diagnosis with their own 
experience. For other partieipants though, the diagnosis came as the result of a direet 
suggestion, again fi*om an individual who had already identified him/herself as having 
food intolerance. Such friends and relatives specifically proposed to the participants 
that their symptoms might similarly fit the model of food intolerance.
A local friend o f  ours, who has other sorts o f  food intolerances... said, 
well, have you ever thought about it being food? And I just suddenly sort 
o f  thought, well, yeah I think it could be, actually. (Sarah, 36)
I just kept thinking this is a bit strange. And then someone said to me 
about, they’re food intolerant and ... I thought to myself, oh, I wonder if  
that’s the same? So that’s what I put it down to. (Nicole, 53)
However, as well as these external sources of insight, directing and leading the 
participants to a diagnosis of food intolerance, some participants had stumbled into 
their realisation through temporary and fortuitous changes in lifestyle.
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It hit me when I didn’t eat any fruit for about a week, because I was 
away, and it seemed to improve. And then I thought that was silly, so I go 
back to eating fruit, and it would get bad again. (Mary, 50)
Similarly, some participants, working on ‘hunches’ had experimented in various ways 
around potential causes for their symptoms, finally finding that relief came through 
dietary manipulation.
Well, it wasn’t, “Ah, there’s a link there!” It was a, “I wonder what it is?
U m ... is it because I smoke? U m ... maybe. Is it something I’m eating?”
And I thought, well, I do eat cereal every day and I really do love cheese, 
and so I denied m yself those two. Now, whether it’s one or the other, or 
both, I don’t know. I denied both as an experiment; purely as an 
experiment. Faced with, it could be smoking or it could be food, it was 
easier to go for the food one, being a smoking addict. (Alfie, 64)
It would appear the routes taken by the participants in this study to their self-diagnosis 
of food intolerance, and their sources of information for this process, is in keeping 
with what is already known in this field; they searched for an understanding of what 
their symptoms meant, forming models or hypotheses based on their own previous 
experience, or those proffered by family and friends, the media or popular culture 
(Kirmayer & Sartorius, 2007; Petrie et al., 2001; Young, 1982). However, none of the 
participants in this study had reached their diagnosis of food intolerance through 
information proffered by their doctors or other formal sources of health information.
The model that the participants in the present study had decided best fitted their 
symptom experiences was that of ‘food intolerance’, however, what food intolerance 
is - in scientific terms - remains an enigma. At present, food intolerance continues to 
be disputed with scepticism and debate about whether it exists as a medical or 
biophysical condition, or is instead the result of placebo effect, or psychological 
mechanism (Vatn, 1997a).
In other disputed diagnoses, such as myalgic encephalomyelitis, chronic pain, or 
multiple chemical sensitivity, the descriptions and identities are based around the 
concept of being ill and the models recognized by their clusters of symptoms and
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illness behaviours (Banks & Prior, 2001; Glenton, 2003; Horton-Salway, 2007; 
Nettleton, 2006; Nettleton et al., 2005).
For the participants in this study, however, rather than just being a diagnosis of an 
illness or a reason why they felt ‘unwell’, their food intolerance was seen as being 
integral to, and instrumental in, their active pursuit of health and was portrayed with 
strong cure and controllability representations. The media, friends, and relatives had
presented food intolerance in such ways that it seemed to be a solution to health
uncertainties, not just the cause of them, and the associated food avoidance as a path 
to being and feeling well.
M y stepbrother had a much worse problem than I did and his hay fever 
and colds were really bad and then he stopped eating dairy, and then he 
was much better, and then my hay fever was really bad one year so I cut 
it out. (Charles, 39)
I know I’m 48 but I did read somewhere that certain foods, if  you stop 
eating them you seem to get your energy back. And it’s something that
I’d seen on TV. It was on the news about this woman’s young child and
they were checking it out for a long time and someone suggested that 
they stop feeding certain things, they took them o ff  and all o f  a sudden 
her health improved 100%. So I just. I’ve always thought I went to a 
poor diet. Maybe there are things I shouldn’t eat, give me problems, you 
know. (Jack, 48)
Through this double acceptance, of diagnosis and avoidance behaviours, the 
participants described how they were also able either to reduce, or altogether get rid 
of, the symptoms that had affected their health.
And when I stopped eating eggs, you know, I didn’t get the problems.
(Hannah, 58)
If I eat poorly or I indulge, which can either be wines or sugars or 
chocolate. I’m worse. Whereas if  I drink water and, um, don’t eat the 
pudding, I find that I keep on top o f  the allergy a bit better. (Sophie, 42)
Further, along with the alleviation of their symptoms, the participants perceived that 
avoiding their trigger food had reduced their need for medications, and freed them
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from carrying around medical paraphernalia or planning schedules to accommodate 
uncertain bowel habits all of which, they believed, constrained and stigmatized them.
This year I’d cut out the antihistamine. Since I just cut out dairy I’ve 
been much better. It’s the first year when I haven’t taken antihistamines.
(Charles, 39)
It emerged that as the participants now felt able to control and prevent the symptoms, 
they also felt more able to engage in their lives.
N ow  the headaches have improved. I still get them occasionally, not on 
this regular three weekly, three daily basis. And I can work through them 
now. I’m not sick anymore. I can actually think, they’re there, it’s 
annoying, I wish I hadn’t got it but I can function. (Jane, 58)
Following their self-diagnosis, the participants had not sought medical verification. 
They considered there to be little benefit from such a consultation, in part because, 
since they were now in control of the symptoms, there was no longer any ‘problem’ 
on which to consult, and also because of the participants’ awareness of the limitations 
of modem medical knowledge and of the general constraints within the NHS.
I’ve sort o f  been able to control it. I think if  it got out o f  control, I would 
[consult the GP], but I’m not one to go to the doctor very much. (Oliver,
56)
I don’t know if  GPs know what that means. And I’m not being critical o f  
them because I know that there are some things that they just don’t 
maybe know exactly in all cases what causes it. (Jessica, 43)
The participants’ model of food intolerance represented not just a label or description 
for their experience, it came with an embedded treatment, and this treatment was 
within the grasp and gift of the participants themselves. They needed neither medical 
approval nor any prescription in order to change their eating habits and eliminate the 
trigger foods from their diet. Food intolerance emerged as an empowering diagnosis 
for the participants, giving them the capacity to control their ‘treatment’ and 
potentially, through this, their symptoms.
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It was more just about m e... I suppose, I say control, I was actually doing 
something. That I was actually doing something that was going to be 
beneficial to me. And also I was taking control because now I know what 
it is, so you know, i f  I eat something then it’s my own fault, really. You 
know? And now I don’t get so fed up about it. (Milly, 45)
The theme of a path to being well, overall, found that food intolerance held, for this 
group of participants, strong cure and controllability representations with the 
treatment presented as both effective and within the grasp of the individual. It found 
that, although food intolerance was certainly perceived as a cause of their symptoms, 
the focus in the participants’ modeling of it was on the positive effect they achieved 
through avoiding the food, not just on the symptoms or sick role that was induced by 
consuming it.
2,5,4 The Paradox o f  Symptom Control
The last of the three super-ordinate themes that emerged from the research data was 
the paradox of symptom control. Although the link between the symptoms and 
specific foods was clear to the participants, and the culinary practicalities of avoiding 
the food perceived as within the participants grasp, actually avoiding the trigger food 
appeared to involve a complex process, in terms of both making the choice to avoid 
the food in any given situation, and of managing the social complexities that resulted.
Taste preferences are among the more commonly given barriers to adhering to 
specific nutritional and dietary practices in the general population (Glanz, Basil, 
Maibach, Goldberg, & Snyder, 1998; Lloyd, Paisley & Mela, 1995). This was also an 
issue with the participants in the present study. Where their food intolerance required 
the removal of a favoured food in order to reduce or eliminate unpleasant symptoms 
and no enjoyable alternative could be found, the participants sometimes chose instead 
to return to eating their favoured food. This then entailed living with the symptoms or 
finding other ways of achieving symptom relief.
It’s [cheese and dairy produce] a very heavy and sort o f  regular part o f  
my diet, and I stopped it for a couple o f  weeks. I stopped it for a month 
actually, and... whether it was psychological or not, because it was a 
theory I had, and therefore my theory was being borne out, I don’t know.
97
But the symptoms did ease but I didn’t like what I was eating instead, and 
so I thought, well, you know. I’ll put up with the nasal problems; keep 
the nasal spray going and eat what I want to eat. (Alfie, 64)
As soon as the coffee hits the stomach then... and you may be saying, 
well, why don’t you stop drinking coffee? I need my coffee in the 
morning. (Jessica, 43)
It was not uncommon that the participants either particularly liked the food to which 
they were intolerant, or found that, having restricted its consumption, they then craved 
it. The difficulties of denying themselves a food that they enjoyed were evident and at 
times the participants gave in to the ‘temptation’, partly in the belief that they could 
overcome the intolerance.
I do go through phases thinking, oranges - it’ll be fine or peaches w ill be 
fine, and so I eat them, and maybe for a few days, but then I can notice, I 
can see the difference, so I have to cut back again. (Mary, 50)
You go out somewhere, and they’ve made a cake for you, and it’s 
chocolate cake and you think, oh well, maybe just a little piece won’t 
hurt. But I do get a headache. (Jane, 58)
For Other participants though, avoiding the trigger foods was not problematic. In 
Thomas’ case, the dietary style his food intolerance necessitated was culturally 
appropriate, both in his culture of upbringing and the culture in which he now lived, 
and he genuinely enjoyed the type of meals his food intolerance allowed him to have.
Well, I mean, dairy doesn’t normally form part o f  the dishes I eat, 
anyway, I mean, Chinese cooking doesn’t have much dairy produce and 
neither does Indian cooking. My wife is a Tamil so it doesn’t form a 
major part o f  their diet either, so it wasn’t a huge problem. (Thomas, 30)
However, the circumstances that were often represented by the participants as being 
unproblematic were situations where there was individual control and choice over the 
food, for example, in their own home. However, much of our eating behaviour occurs 
out of the home in either formal or informal social situations, where individual power 
and authority can be compromised by social expectations (Cockerham, 2005). It 
emerged from the data that the participants then needed to plan around their dietary
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needs in much the same manner as they had done when attempting to mask their 
previous symptoms.
So if  I’m out at a meeting where there’s a sandwich lunch I mean I’m 
stuck really. M y secretary’s very good, she usually orders me a wheat- 
free, but it’s like a wheat-free and a dairy-free... that’s the difficulties.
That’s the real pain. And the other thing is just going out for a lunch 
where it’s snacky stuff and if  they’re not doing like a jacket potato then 
I’m stuck. That’s ... that’s where it gets a bit tedious really. Because you 
can’t just like... it’s harder to pack away a picnic or harder to just go and 
do something on the hoof, i f  you know what I mean. You know, because 
there’s no way that I’m going to stand around packing things away to 
take to a business meeting with me. (Milly, 45)
Eating behaviour has many social associations and represents much more, all around 
the world, than mere nutrition. Food is considered to be integral to systems of 
communication with a protocol of uses. It is routinely used to express relationships 
between people and with our environment (Barthes, 1975; Charles & Kerr, 1987). 
Sharing food can be a statement of shared ideology and, likewise, refusing a meal that 
has been prepared by another can be tantamount to rejecting the person him or herself 
(Fiddes, 1990). Trying to maintain their food avoidance when eating in someone 
else’s home often left the participants with feelings of guilt and a sense of social 
discomfort again.
I’ve got some college friends and sometimes w e meet up at people’s 
houses, and they do a salad lunch or something and they say, oh, you 
don’t like cheese? Oh, you don’t like chocolate. And to me I think, oh 
God, I’m so difficult. (Jane, 58)
Bauman (1999) argues that the choices of individuals are always influenced by two 
factors, namely, what choices are available, and the social rules and codes that govern 
and order the appropriateness of the available choices. As the participants discussed 
managing their food intolerance, attempting to avoid the trigger foods and 
consequently avoid the symptoms, a continuous process of searching for options and 
of balancing costs against benefits became evident. Whenever the participants were 
in social situations there was an explicit rank ordering of the consequences of 
avoiding trigger foods against the consequences of eating them. Fearing that they
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would be considered ‘rude’, the participants often judged that incurring the symptoms 
and suffering the delayed social and physical discomforts that resulted, were not as 
bad as dealing with the immediate social consequences of avoiding the trigger food.
I don’t bring it up. I mean, it’s not something that’s so bad that the next 
day I’m going to be laid up all day or something, you know? It’s not 
really severe enough to warrant making a fuss over, I don’t think. If  I 
have to deal with a few symptoms the next day then I’d rather just go out 
and relax and have a bit o f  fun, if  you see what I mean. (Lola, 25)
Similarly, eating in restaurants, where there is a slightly greater degree of autonomy in 
food selection, still necessitated a choice between incurring symptoms or social 
discomfort, with participants coming down on both sides of the arguments.
I just, you know, i f  I go to a restaurant I don’t take a roll out o f  the bread 
basket, or whatever. But, I mean, really I would say that six tenths o f  it is 
wine, you know, and that’s entirely up to me, nobody’s going to be cross 
with you if  you don’t drink. (Sophie, 42)
Actually, I just tend to eat it. Because I like going to restaurants and I 
just don’t want to let it stop me. (Lisa, 25)
Although much research on health behaviours is guided by the belief that it is 
primarily determined by self-regulatory factors (Ajzen & Fishbein, 1980; Baumeister 
& Heatherton, 1996; Becker, 1974), there is a growing acknowledgement of the 
important influence of sociocultural context and the social meaning of the behaviours 
on individuals’ behaviour (Cockerham, 2005; Demers at al., 2002; Frolich, Corin & 
Potvin, 2001). Food and eating behaviour has such significance in our society that 
any dietary manipulation that is out with normal cultural parameters will attract 
attention and will hold social significance, which will in turn affect the individual’s 
behaviour.
Thus the theme of the paradox of symptom control suggested that the very treatment 
that appeared to offer participants relief from their symptoms and permitted them a 
greater inclusion in their chosen lifestyles, in itself brought the potential for as great, 
or even greater, stigma or inconvenience.
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2.6 Discussion
This study investigated the phenomenon of food intolerance through the perceptions 
of individuals who believe they have it, and in the light of the scientific uncertainty 
that surrounds it. The participants’ experiences of their food intolerance revealed that 
while the symptoms were certainly interpreted as problematic, and as interfering with 
daily functioning, they were not held on to as indicators of illness or disease per se. 
Their experience of food intolerance suggested a model more along the lines of a 
method of improving health and finding symptom relief, than one of illness and sick 
role behaviour. The participants’ interpretation of how others perceived them was 
important in their assessment of their symptoms and in their management of food 
avoidance. A paradox was found to ensue as the participants’ methods of finding 
symptom relief sometimes held equal or greater potential for stigma and social 
rejection as did the symptoms themselves.
The interpretations illustrated in this study suggested a direct connection between the 
representations of cause and the representations of control in the experience of food 
intolerance, in keeping with what has already been established in the general illness 
representation literature (Hagger & Orbell, 2003; Lau & Hartman, 1983). To be 
precise, the participants perceived that eating specific foods caused their symptom 
experiences and that avoiding the food alleviated them. However, while the causal 
representations seen were singular and somewhat superficial, limited to identifying 
trigger foods rather than interpreting possible mediating mechanisms, the findings 
suggested strong representations of cure and control, with the belief in the efficacy of 
food avoidance compelling.
The cure/control representations illustrated fast-held beliefs, both in the efficacy of the 
food avoidance and in the individuals’ ability to alter their diet and eating habits 
accordingly, without medical help, advice, or indeed approval. However, while strong 
cure/control representations are generally found to predict adherence to treatment 
regimes (Lau-Walker, 2006; Meyer et al., 1985), several of the participants in this 
study chose not to avoid their trigger food, despite their belief in it as an effective 
management for their symptoms.
Both Knibb et al. (2000) and Monsbakken et al. (2006) had similarly found in their
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prevalence studies that not all of the participants avoided their known trigger foods. 
While the prevalence studies were not designed in a manner that could further 
elucidate the issue, this study enabled an insight into the experience of food 
intolerance that can help clarify this phenomenon. The rationalisations presented in 
this study, for continuing to consume trigger foods, included issues of taste, food 
preference, cravings and temptation and these have also been identified in the 
investigation of other conditions that necessitate dietary manipulation, such as 
diabetes, hypercholesterolemia, and celiac disease (Glanz et al., 1998; Lloyd et al., 
1995). However, the perception of social stigmatisation played an important role in 
the experience of food intolerance and was similarly found to be important in the 
choice not to adhere to the food avoidance regime.
Food has many social meanings (Falk, 1994), and it was social situations that were 
often represented as leading to the decision not to avoid a trigger food. While this 
representation could be interpreted as indicating a perceived lack of autonomy and 
low self-efficacy in the control representations of food intolerance, the results taken as 
a whole suggested that both the occasional lapses in food avoidance and the ongoing 
decisions not to avoid trigger foods may instead illustrate beliefs about the 
consequences of food intolerance. Adherence, as well as having associations to 
cure/control representations, have been found to correlate with strong consequence 
representations. For example, in a study of hypercholesterolaemia Brewer et al. 
(2002) found that the participants who held strong consequence representations, 
believing that high cholesterol levels led to heart attacks and strokes, had better 
adherence to medication, and in turn better control over cholesterol levels.
The representation of food intolerance illustrated in this study suggested consequences 
that related to social functioning, but not consequences relating to physical 
functioning, morbidity or mortality. Food intolerance was portrayed as causing 
undesirable features and behaviours, which were feared to be apparent to others, and 
these affected the perceived consequences of embarrassment, social isolation and 
limited social participation. However, the management of food intolerance, food 
avoidance, similarly held representations of social consequences such as 
embarrassment and social discomfort, and this complex and somewhat paradoxical 
relationship between the consequences of the illness and the consequences of the cure
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may go some way to explaining the common decision not to avoid known trigger 
foods despite the strong representations of treatment efficacy.
The ascertainment of the identity label ‘food intolerance’, and the information that 
shaped the associated cognitive representations, were found in this study to come not 
through formal sources, but through media and lay sources of information. Similar to 
the findings of Berg and Lipson (1999), who studied the sources of information 
accessed in relation to the menopause, this study found that the participants were not 
reluctant to seek formal health information when the symptoms were perceived as 
being a sign of significant illness. The findings of this study observed that, as well as 
food intolerance being a diagnosis generated in the lay sector, it was also managed in 
the lay sector. The identification of the symptom experience as ‘food intolerance’ did 
not initiate information-seeking in the formal sector, even where formal health care 
had previously been sought for the same symptoms, interpreted as a different 
condition, earlier in the illness interpretation process.
It is known that lay sources of health information are most frequently accessed in 
order to obtain information on issues of maintaining and achieving good health and 
obtaining information on the treatment of common and minor ailments, the formal 
sources accessed instead when there is concern about specific or significant illnesses 
(Gray et al., 2002; Redmond et al., 2010). Berg and Lipson (1999) had interpreted 
their findings as suggesting that the menopause was viewed not as an illness but as a 
normal part of the aging process, and the similar pattern of health information use 
seen in this present study may indeed also reflect an interpretation of food intolerance 
as lying within the realm of health and health improvement rather than being 
interpreted as an illness. However, it may also simply be an effect of the differing 
levels of evidence and standards of proof required in the different spheres of health 
knowledge and advice.
While medical culture has pushed for ever-increasing levels of certainty and objective 
evidence in its practice (Atkinson, 1984; Katz, 1984; Schryer, Lingard, & Spafford, 
2005; Timmermans & Berg, 2003), the lay sector has instead been found to utilize the 
creation of practical epistemologies, accepting more readily attainable standards of 
evidence and embracing new theories of causality (Barker, 2008; Brown, 1992;
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Madden & Sim, 2006). As food intolerance is certainly an ambiguous concept in the 
scientific literature, with no definitive route to diagnosis that meets the exacting 
scientific standards of specificity, sensitivity, or pathogenic feasibility (Ortolani & 
Pastorello, 2006), this would indeed make it an unlikely diagnosis to be generated or 
supported in the formal health care setting.
Although driven by the desire for greater clinical certainty, it has been suggested the 
advances in science and medicine have highlighted how little we still know and 
understand about our bodies and minds, and have, conversely, increased the 
experience of uncertainty in medicine, leaving many patients without a model of 
understanding for their symptom events (Aronowitz, 2001; Sorenson, 1974; 
Crawford, 2004; Douglas & Wildavsky, 1982; Wolf, Gruppen & Billi, 1985). Several 
participants in this study had initially sought advice and information in the formal 
health care setting, with regard to their illness experiences, and had found that their 
symptoms could not be medically explained. Devoid of an identity label, they lacked 
a way of understanding and managing the symptom experiences that were adversely 
affecting aspects of their lives. Therefore, while the diagnosis of food intolerance, 
seen in this study, was being based on practical epistemologies that may not hold up 
to scientific scrutiny or provide any diagnostic credibility, it offered a model 
encompassing an effective treatment that was within the competence of the individual. 
In comparison, before their food intolerance diagnosis, the individuals had had no 
illness identity label, no model with which to make sense of the experience, and no 
potential route to symptom relief.
The question has arisen in health psychology research, in the investigation of illness 
labels, as to whether it is better to have any diagnosis, even a spurious one, than no 
diagnosis at all (Zavestoski et al., 2004), and while there are many papers supporting 
one or other side of the argument, there is no clear overall answer. While medically 
unexplained symptoms are associated with feelings of illegitimacy, shame and 
existential uncertainty (Adamson, 1997; Corbin & Strauss, 1985; Nettleton, 2006; 
Rhodes et al., 1999), some diagnoses are viewed as stigmatizing and are similarly 
associated with personal responsibility and blame, resulting in feelings of inferiority 
and shame (Ogden at al., 2001; Ogden et al., 1999; Scambler & Hopkins, 1986). 
Further, although achieving a confirmed diagnosis in a contested illness episode can
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result in empowerment, validation and support, reaching certain diagnoses can lead to 
sick-role adoption and the acceptance of a self-fulfilling prophecy of non-recovery 
(Huibers & Wessely, 2006).
The lay experience of food intolerance represented in this study suggested that food 
intolerance was modeled around the active pursuit of health rather than the need to 
access the sick role, with a treatment that was within the competence of the individual, 
promoting self-efficacy. However, returning to the question of whether ‘any 
diagnosis is better than none’, in relation to the diagnosis of food intolerance, given 
the scientific ambiguity that surrounds the term, and the methodological 
characteristics of this study, the answer for now can only be ‘perhaps’.
2.7 Methodological limitations
There are some considerations that may influence the interpretation of the results of 
this study. The inclusion criteria for the study were deliberately broad so as not to 
introduce a priori assumptions about the experience of food intolerance. However, in 
line with the principles of IP A, this study had a small number of participants and 
despite the broad inclusion criteria, the participants in the study identified only 
physical symptoms resulting from their food intolerance. There are studies that 
suggest that psychological symptoms, such as fatigue, depression and anxiety, have 
also been attributed to food intolerance (Brostoff & Gamlin, 1998) but the participants 
in this study did not present these. This and other group characteristics may have 
influenced the results. However, in accordance with the principles of IP A, the study is 
only intended to allow an insight into the phenomenon under investigation that may 
hold some resonance for others. The results are not intended to be extrapolated to 
represent the experience of all individuals with food intolerance (Smith & Osbom, 
2003).
A further consideration in the interpretation of these results is the current evolutionary 
stage of the understanding of food intolerance. This study does not enter into the 
debate about the etiology or pathological nature of food intolerance. Food intolerance 
is at present an enigma, and the uncertainty about it will be important in the 
experiences of it. It is likely that at some point some or all uncertainty will be
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clarified, either crediting or discrediting it, and a definitive diagnostic tool may 
become established. The nature of the phenomenon will then change. This study can 
therefore only represent a snapshot insight into the experience of food intolerance 
fitting this particular stage of experience and understanding.
2.8 Towards an understanding of the experience and 
interpretation of food intolerance
This initial exploratory study examined the experience of food intolerance, from the 
lay perspective. The findings suggested that food intolerance was not experienced as 
an illness per se, but as an indicator to the participants themselves, and a signal to 
those around them, of a shortfall in health with all the social and emotional 
implications that such a status entails.
The findings suggested that, although food intolerance was certainly experienced as 
the cause of symptom episodes, the focus in the participants’ representation of it was 
on the positive effect they achieved through avoiding the food, rather than on the 
symptoms or the sick role that was induced by consuming it. The study results 
indicated that, despite apparent strong treatment efficacy representations, individuals 
chose at times not to adhere to their food avoidance plan as the very treatment that 
appeared to offer participants relief from their symptoms and permit them greater 
involvement in their chosen lifestyles, was in itself experienced as potentially bringing 
about as great or even greater stigma or inconvenience.
The ascertainment of the identity label ‘food intolerance’, and the information that 
shaped the associated cognitive representations of it, were found in this study to come 
through media and lay sources of information. While the experiences and 
representations of food intolerance identified in this study may be typical of the 
representations that are generally circulating in the informal sources of health 
information, it is also known the people are selective in which particular aspects of 
information they choose to attend to, and which information they disregard. The 
representation of food intolerance in this study may, therefore, be peculiar to this 
group of participants.
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An examination of the representations of food intolerance broadly available in the 
informal information sources may prove useful in expanding and progressing an 
understanding of food intolerance.
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Chapter 3
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3 Study 2: Representations of food Intolerance in the UK 
print media. 
3.1 Summary
The previous chapter explored the ways in which people who perceive themselves to 
have a food intolerance make sense of their condition. This chapter presents a content 
analysis study that examines the information and messages, relevant to the illness 
representations of food intolerance, in the British print media. The chapter 
commences with a discussion of the literature and current understandings regarding 
the sources of lay health information and, in particular, the role and effects that the 
media is known to have in the lay acquisition of health knowledge. The chapter goes 
on to detail the content analysis methodology and process, and provides a description 
of the research constructs and variables investigated. The study results are given in 
three main sections. First, the chapter presents the results with regard to the amount 
and type of coverage food intolerance received during the decade investigated, and 
then presents the results of the analysis of the number and type of messages, relevant 
to each of the five domains of cognitive illness representation, that were present in the 
newspaper articles. The final results section describes the messages portrayed about 
the potential routes to obtaining a food intolerance diagnosis. The chapter concludes 
with a discussion of the study results, in relation to the current scientific 
understanding of food intolerance, and a description of the study’s limitations.
3.2 Introduction
Information is crucial for the general assessment, management and alteration of one’s 
underlying health, health beliefs and health related behaviours, and is fundamental in 
the interpretation of bodily sensations, symptom experiences, and illness episodes 
(Goldsmith, 2001; Johnson & Meischke, 1993; Johnson, Meischke, Grau & Johnson, 
1992). Much health information is garnered over the course of a lifetime, based on 
both the individuals own lived experiences and on the direct observation of others 
during their illness episodes. However, a significant proportion of an individual’s 
knowledge and health information acquisition will come through communication and 
social interaction with health professionals, friends and family, and through the media
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(Longo, 2005).
The preference for, and actual use of, the different sources of health information 
varies dependant on the type of information being sought, and on the reason it is being 
sought. For example, health professionals are the most commonly referenced source 
of information about illness, rather than health (Dolan et al., 2004; Redmond et al., 
2010), and are of particular importance when an individual has concerns about a 
specific illness (Meischke & Johnson, 1995). Lay sources of information, in 
comparison, such as friends and family, are of particular use in acquiring information 
on the natural process of aging, and minor ailments that commonly affect individuals 
across the normal life course (Diaz et al., 2002; Johnson & Meischke, 1993). The 
media, on the other hand, although not always particularly accurate or comprehensive 
in the information they provide, serve an important role in providing an information 
base, from which individuals can shape and interpret further information from better 
sources (Krones et al., 2004; Murphy & Joyce, 2001; Rains, 2007; Rose et al., 2001).
While each of these sources of information has its own particular benefits and 
strengths in meeting various health and information needs, the media is the most 
frequently accessed source of information on general health issues overall, over and 
above friends, family and health professionals (Carlsson, 2000; Redmond et al., 
2010). They are a trusted source, despite their varying levels of factual accuracy and, 
with their ability to reach large audiences, have been found to have a powerful 
influence on health related consumer behaviour and on demands on health care 
services (Nelkin, 1996). Indeed, it has been suggested that, in the light of its 
immense influence, the media should play a civic role, communicating selected health 
information and research findings that may educate and shape the health beliefs of the 
public in a particular preferred direction (Warhover, 2000). However, the media and 
science have not always been comfortable bedfellows and many conflicts and disputes 
over media reports of research studies have arisen (Fini, 1995).
The media is a business and, as with any other commercial business, its primary aim is 
to make a profit, doing what it can to promote its share of the market over any 
opposition (Laurance, 1998; Radford, 1996). In real terms this has meant that 
journalists have, at times, approached scientific reporting in a salacious manner.
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attempting to grab and then keep readers’ interest, either focusing their writing on 
scientific issues that are controversial or contentious, or writing in a style that makes 
the scientific findings and research practice appear to be so (Radford, 1996). Even 
where the research subject is not contentious, in order to make the story appealing to 
the reader, journalists have been seen to focus purely on the aspects of a story that are 
attractive, concentrating on the human interest angle and using language that has 
graphic appeal (Nelkin, 1995; Pini, 1995). This has, in turn, lead to health related 
articles that are filled with irrelevant and erroneous information, whilst simultaneously 
being scant in their provision of information compared to the actual scope of medical 
understanding, research findings or established treatment provision (Krones et al., 
2004; Murphy & Joyce, 2001; Nelkin, 1996; Radford, 1996; Rose et al., 2001).
While these issues can be seen throughout medical and scientific reporting in the 
media, it is of particular note in the representation of medical conditions that are of an 
emergent nature (Maclean & Wessely, 1994). With no clear medical consensus, nor 
any obvious ‘correct’ view, emergent conditions permit journalists to choose from a 
wealth of academic debate and conjecture, selecting an angle that best fits their 
journalistic priorities (Laurance, 1998). This has tended to lead to a polarised 
presentation of health information, with a skewed presentation of risks and benefits, 
generally adding to the unhelpful and capricious divisions already present in the 
medical and social agendas (Maclean & Wessely, 1994).
Food intolerance is one such emergent condition. Within the academic and scientific 
literature it remains an ill-defined medical concept, with wide variation in the use and 
meaning of the term evident between the clinical specialties, and broad variations in 
the understanding of what physical, structural or psychological mechanisms mediate it 
apparent in the medical journals (Anderson, 1986; British Nutrition Foundation, 2002; 
Ortolani & Vighi, 1995; Royal College of Physicians and the British Nutrition 
Foundation, 1984; Zopf et al., 2009). Diagnosing and testing for food intolerance is 
also a difficult issue. Although there are diagnostic tests and processes available, 
some of which have been used in prevalence studies of food intolerance, none of them 
are at present scientifically validated or universally medically accepted (Jenkins & 
Vickers, 1998; Ortolani et al., 1999; Ortolani & Pastorello, 2006; Royal College of 
Physicians, 1992; Stapel et al., 2008; Wuthrich, 2005).
I l l
The results of the initial study of this thesis, examining the lay experience of food 
intolerance from the perspective of individuals who believe they have it, suggested 
that the ascertainment of the identity label ‘food intolerance’ in the lay population, 
and the information that shaped the associated representations of it, generally came 
through media and lay sources of information. However, nothing is published in the 
academic literature about the media representation of food intolerance, and it is not 
known what information, or variation of the scientific understanding of food 
intolerance, is being presented to the lay public. In the light of this, it was decided that 
the subsequent studies of the thesis should examine the media and its portrayal of food 
intolerance.
3.3 Aims
The aim of this second study is, therefore, to identify the representations of food 
intolerance broadly available in the print media. It intends to identify the messages 
that are communicated about food intolerance, in relation to the established 
dimensions of illness representations (Leventhal et al., 1980; Leventhal et al., 1984) in 
the British newspapers, distinguishing the themes and dimensions illustrated therein 
for the food intolerance diagnosis. This study also aims to describe the presence and 
demographic characteristics of the media coverage of food intolerance and, in order to 
better understand the availability of the food intolerance diagnosis, it will identify the 
tone of media portrayal of food intolerance as a medical condition.
3.4 Methodology
3,4,1 Content Analysis
This study used content analysis methodology, which enables the systematic 
collection and analysis of the substance and matter of communications and is 
applicable to visual, auditory and print media (Holdford, 2008; Webber, 1990). 
Content analysis is of particular relevance in the study of messages communicated in 
relation to an already established or emerging theoretical framework, providing a 
scientific process with which to recode and define the messages of the communication 
into a quantifiable form for analysis (Holdford, 2008). Despite the process of
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quantification of the messages, content analysis is considered a qualitative 
methodology due to its exploratory nature and its ability to allow the investigation of 
subjects and questions that are beyond the scope of quantitative methods. Content 
analysis can be used to examine three broad categories of research question, the 
impact and effect of particular events on subsequent communications, the effect of 
communications on a dependant variable, and the ‘who, what, where, when’ and ‘to 
whom’ of communication messages (Holdford, 2008). This present study is based in 
the third category of research question, examining what messages are communicated 
about food intolerance, in relation to the established framework of cognitive illness 
representations (Leventhal et al., 1980) and content analysis is therefore an 
appropriate research method.
3.4.2 Print Sources
In order to acquire a broad view of the messages communicated about food 
intolerance in the media, a varied selection of publications were chosen, and were 
studied across a retrospective time-period of ten years. The newspapers with the 
highest circulating volume in each of the demographic market sectors -popular press, 
middle market, and quality press -  from both the daily and the Sunday papers were 
selected for inclusion. The data on which this selection was made was obtained from 
the Audit Bureau of Circulations, the regulatory body that collect and disseminates the 
circulation figures for use in the advertising industry; the circulation figures are given 
in table 3.4.2. The papers identified for investigation were; The Daily Telegraph; The 
Daily Mail; The Sun; The Sunday Times; The Mail on Sunday; and The News o f the 
World. Each of these papers, except for The Daily Telegraph, individually had more 
than 50% of the market for their sector and altogether, as a group, the selected papers 
represented 57.3% of the market of the national daily papers and 66.6% of the 
national Sunday papers.
3.4.3 Data Identification and Collection
A database search for relevant news articles was undertaken using the search terms 
‘food’ and ‘intolerance/intolerant’ both separately and in combination. Three 
newspaper databases were used in order to ensure the completeness of the dataset - 
Infotrac (Gale database), Newsbank, and Nexis.
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Table. 3.4.2 -  British national newspaper circulation figures.
Daily Sundays
Publication Circulation % of Market Publication Circulation % of Market
Quality Press
The Daily Telegraph 781,448 (33.7%) The Sunday Times 1,167,470 (63.1%)
The Times 566,432 (24.4%) The Sunday Telegraph 561,650 (30.3%)
The Observer 384,752 (16.6%) Independent on Sunday 122,324 (6.6%)
The Guardian 305,545 (13.2%) 1,851,444
The Independent 159,625 (6.9%)
Financial Times 122,212 (5.2%)
2,320,014
Middle Market
Daily Mail 2,102,224 (50.1%) The Mail on Sunday 1,987,951 (63.1%)
Daily Mirror 1,283,586 (30.6%) Sunday Express 601,927 (19.1%)
Daily Star 808,519 (19.3%) The People 559,357 (17.8%)
4,194,329 3,149,235
Popular Press
The Sun 2,919,115 (80.8%) News of the World 2,885,629 (70.8%)
Daily Express 693,546 (19.2%) Sunday Mirror 1,187,412 (29.2%)
3,612,661 4,073,041
Average Net Circulation - UK & ROI on 27 May 2009
Following the database searches, a manual search for the identified news articles was 
conducted, searching the newspaper microfilms held at the British Newspaper 
Library, Collingdale. The database searches took place during June and July 2010 
and the manual search at Collingdale took place between September 2010 and July 
2011.
3.4,4 Construct
The construct of interest for this study was the coverage of ‘food intolerance’ and its 
depiction as a diagnosis in terms of the established dimensions of illness 
representation (Leventhal et al., 1980). Any reference to the term ‘food intolerance’ 
was included, including split and extended references such as ‘food allergy and 
intolerance’. For the purpose of this research, the term ‘illness representations’ was 
taken to describe any mention of symptoms, cause, consequence, timeline, or control 
in connection to food intolerance. It included any reporting of food intolerance in all
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aspects of the newspaper, including news, lifestyle and features. It did not, however, 
include paid advertisements that also appear in the print media.
3.4.5 Unit o f Analysis
The unit of analysis varied across the study according to the various research 
questions. The entire article was considered as the unit for assessing the orientation of 
attitude, positive or negative, towards food intolerance, while specific components of 
the articles such as the headlines, text, or the question or answer in the problem pages, 
were considered as the unit of analysis in regards to the identification of the illness 
representations.
3.4.6 Content Variables
The articles were read and re-read so that a holistic familiarity with the data was 
achieved prior to the establishment of the codebook and coding form. The initial 
codebook and coding form were tested on a sample of 90 articles and refined prior to 
full data collection. Content analysis was conducted on all the articles identified in 
order to ascertain the use and placement of the term food intolerance in the media over 
the decade studied and the structure of the analysis variables is given in table 3.4.5(1). 
The articles were initially coded by publication name, publication date and day o f the 
week, and specific article type {news, soft news, editorial, feature, column, problem 
pages or letter). The primary theme of the article was coded using eight categories 
(health, nutrition, consumer interests, lifestyle, wellbeing, celebrities, dieting, and 
law). The extent of the article that was focused on the topic of interest, food 
intolerance, was coded into three categories (major theme, minor theme, and passing 
mention).
The category of passing mention was applied where food intolerance was the subject 
of 2 or less of the sentences in the article. The category of minor theme was applied 
where food intolerance was the subject of more than two sentences but less than half 
of the article, and major theme was applied where food intolerance was the focus of 
more than half of the article. The tone of the article in general, towards the subject of 
food intolerance, was categorized as either positive if it supported or affirmed food 
intolerance as a legitimate diagnosis, or negative if the article derogated it.
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Table. 3.4.5(1) -  Description o f  coded variables.
Variables Description/categories
Publication name 
Publication date 
Article type
Primaiy theme
Article tone
Proportion focused on food 
intolerance
Name of the newspaper publication in which the article featured 
Day of week, day, month and year of the newspaper issue 
Categories;
• news
• soft news
• editorial
• feature
• column
• problem pages
• letter 
Categories:
• health
• nutrition
• consumer interests
• lifestyle
• wellbeing
• celebrities
• dieting
• law
Tone towards food intolerance of headline and content
• positive
• negative
Proportion
• passing mention
• minor theme
• major theme
Where food intolerance was either a minor or a major theme of the article a further 
content analysis was conducted examining the text for representations of food 
intoleranee in line with the established dimensions of Leventhal et al.’s (1980) 
cognitive illness representations model. The dimension categories are explained with 
examples below in table 3.4.5(2).
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The identity dimension was set with the identity label ‘food intoleranee’, however, the 
identity representations in terms of symptoms were categorized using the ICD 10 
codes (WHO, 1994). The representations were also examined with referenee to the 
foods that were portrayed as triggering the food intolerance symptoms, and were 
coded as either manufactured foods o f single or multiple origin, foods ofplant origin, 
foods o f animal origin, or trace elements found in multiple foods. The foods of plant 
or animal origin, and manufactured foods of single origin were further categorised 
aecording to the joint Food and Agriculture Organisation of the United Nations and 
the World Health Organization codex of foods (FAO/WHO, 1993). Representations 
of the cause of food intoleranee were eoded using Shiloh et al.’s (2002) generic 
structure of illness representations. Referenees to causal mechanisms and mediation 
in food intolerance were also coded in line with the scientifie literature of adverse 
reaetions to food and grouped into categories of toxic reactions, immunological 
reactions, enzyme related mediation, pharmacological reactions, structural mediation 
and aversion.
The remaining illness representation dimensions of control, consequence and timeline 
were coded using a framework built from the review of the literature. Representations 
of control in food intolerance were coded as to whether there were representations of 
personal control or treatment control, and whether they were indicating a perception 
o f having control or not having control. The representations of consequenees were 
coded as to whether there were consequenees in terms of social, emotional, physical, 
or financial functioning. These were further coded as to whether they indicated a 
perception o f the consequences o f the symptoms or o f the treatment. Timeline 
representations were coded as to whether they represented food intoleranee as being 
acute, chronic or cyclical.
Statements pertaining to diagnostic processes for food intoleranee were also reeorded, 
noting which diagnostic routes and processes were represented and whether they were 
presented as a viable route to a legitimate diagnosis or not.
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Table. 3.4.5(2) -  Illness representation dimensions, category descriptions and examples.
Category Description Exam ple
Cause -  Generic Environmental -Abstract 
factors model
- Concrete
Behavioural - Substance 
- Lifestyle
Control
Timeline
Hidden - Biological
- Mystical
- Psycho-social
Cause -  adverse Toxic 
reactions model
Immunological
Enzymatic
Pharmacological
Structural
Aversion
Personal
Treatment 
Consequences Social
Emotional
Physical
Financial
- Symptoms
- Treatment
- Symptoms
- Treatment
- Symptoms
- Treatment
- Symptoms
- Treatment
Acute
Chronic
Cyclical
“People may also be intolerant to flour from  grains grown with 
pesticides and insecticides, and to the improvers themselves. ”
“When we are unwell, such as after fo o d  poisoning, it is too difficult fo r  
the stomach to cope with and it doesn ’t pass through the body 
efficiently. ”
“A temporary lactase deficiency can occur after gastroenteritis i f  the gut 
lining is damaged by antibiotics or infectidn. ”
“Whereas some fo o d  intolerances appear to be caused by too much o f  
the same food, on a too regular basis, it seems that the potato is the 
exception to the rule. ”
“There can be a  strong genetic pattern to fo o d  intolerances, says Dr 
Paul Hurlstone, consultant endoscopist arid gastroenterologist at the 
Royal Hampshire Hospital in Sheffield. ”
“There is a  range o f  reactions to fo o d  that we do not understand. ”
“Mums tend to pu t down every rash, tummy ache, diarrhoea and cry to 
fo o d  allergy or intolerance. ”
“I f  fo o d  doesn't pass through the bowel efficiently, then fermentation  
occurs, producing toxins, which are reabsorbed by the body tissues, 
causing problems such as fatigue and poor skin tone, he explained. ”
“Intolerances lead to a reaction in the b o d y’s  immune system -  like 
weight gain, bloating, headaches, lethargy, and spots. ’’
“Milk intolerance, fo r  example, is due to inadequate production in the 
body o f  lactase, the enzyme that breaks down the milk sugar lactase. ’’
“Her reaction is not against the caffeine molecule itself, but an over- 
sensitivity to the pharmacological effects o f  caffeine (the way in which it 
affects the nervous system). ’’
NO REPRESENTATIONS FOUND
“This stems from  the p u b lic ’s  willingness to self-diagnose, at best, or 
simply avoid a  particular product based on little more than one bad  
experience. ’’
“When she told me it was severe milk intolerance, I  couldn’t stop  
smiling. I  knew what was wrong with my daughter and I  knew how to 
help her. ”
“Since reducing these from  my diet. I ’ve not suffered my usual bloating 
and stomach cramps, have more energy and fe e l brighter and lighter. ’’
“They’d  last fo r  hours, and some days they were so painful I ’d  be in 
tears and couldn’t make it into school. ’’
“This can be socially awkward -  going out fo r  meals, visiting other 
p e o p le ’s  houses and having school meals becomes more difficult. ’’
“I  developed a  love hate relationship with food, and having sore flaky  
skin and being overweight affected my confidence. ”
“Dietician Claire McMahon said: ‘In certain susceptible age groups, 
such as teenagers and children, this practice can lead to unhealthy, 
obsessive attitudes about food. "
“Cows milk intolerance is common in children, as is gluten intolerance, 
which can lead to celiac disease and other intestinal complications. ”
“Furthermore, excluding ‘b a d ’ foods without medical supervision can 
be very harmful, even potentially causing malnutrition. ’’
“I  was still taking a  lot o f  time off work as my body adjusted, and in 
December, my company gave me notice. ”
“She continues ‘It costs us a  fortune. We have to buy gluten-free bread, 
which can be up to £4.50 a loaf, as well as gluten-free flour, which I  use 
to make him biscuits. ”
“The researchers believe the baby may suffer a transitory lack o f  the 
enzyme lactase, which is needed to break down the milk sugar lactose. ”
“This is something that he ’II have to learn to live with. ”
“Children may also suffer from  fo o d  intolerance which is much more 
common, milder and comes and goes. ’’
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3,4,7 Quality, Rigor and Trustworthiness
It is suggested that the coding of data in content analysis studies should be duplicated 
and undertaken by at least two different individuals (Holdford, 2008). The quality, 
rigor and trustworthiness of content analysis studies can then be established through 
an analysis of the coherence of the classifications made between the different 
individuals conducting the research. However, this study was initiated solely for this 
thesis and was undertaken without any additional or external funding. As such, the 
data collection and analysis was conducted exclusively by the author of this thesis. 
While measures were undertaken to ensure the reliability and validity of the results of 
this analysis, such as the use of well-established coding frameworks and in-depth 
discussion of sections of the data with the thesis supervisor, inter-rater reliability was 
not available. It is possible that different individuals would have made different 
coding judgements of the data examined, producing different findings to the ones 
presented here, and therefore the quality, rigor and trustworthiness of this analysis 
remains unestablished.
3.5 Results
A flowchart of the search results, data collection and data cleaning processes, which 
are described in the following sections, is given below in figure 3.5.
3,5,1 Search Results and Data Set
The combined searches produced a total of 483 articles. The search criterion was 
broad and as well as identifying articles on food intolerance, the search found news 
pieces that included references to food and racial intolerance. These and other 
extraneous articles were identified through reading the database full-text copies of the 
news articles. This reduced the dataset by 41 to 442 articles.
Duplicate articles were removed if they had been identified in the 1st and 2nd editions 
of the same paper on the same day, or if similarly they were identified in both English 
editions and regional (Scottish or Irish) supplements. This reduced the dataset by 8 to 
434 articles. There was one occasion where the same text was printed on 3 separate 
occasions on differing dates by one paper. These were all kept in as 3 separate articles 
in this analysis as it is the dissemination of the ideas, the frequency with which an idea
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is presented to the public, as well as what the idea is, that is of interest in this analysis 
and description of the media portrayal of food intolerance.
Fig. 3.5 -  Data collection and cleaning process.
Primary search using Nexis, Newsbank 
and Infotrae and search terms ‘fo o d ” and 
‘intolerance/intolerant ’
1 483 articles identified |
1 434 articles included |
388 articles obtaiiled for analysis
388 articles analyse 
characteristics of the 
of the term foo
d to ascertain the 
presences and use 
d intoleranee
182 articles analysed to ascertain the 
illness representation of food intolerance 
 portrayed in the print media_____
Duplicate and extraneous articles that did not 
reference food intolerance identified and removed
49 articles excluded
Manual search of newspaper library 
46 articles not found
Articles with only a passing mention to food 
intolerance removed from data set for detailed 
analysis o f illness representations
206 articles removed
Following the cleaning of the initial data set, identified through the search of the 
databases, a manual search of the newspaper microfilms held at the British Newspaper 
Library in Collingdale commenced. At this stage a further 46 papers were removed 
from the data selection as they were not found on manual search. 11 of the 46 were 
removed because they were in second editions of the newspapers, where only the first 
edition is microfilmed, and 17 were removed as they were only printed in regional 
supplements of the national papers and again were not microfilmed for the 
Collingdale library. A further 4 were identified by the database as being on a weekday 
date for a Sunday paper, and similarly, a Sunday date for a daily paper, and 2 articles 
could not be obtained as the microfilm was missing from the library during the 11 
months of data collection. 12 articles could not be found in the manual search of the 
newspapers with no clear reason why this should be.
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The final combined searches of the electronic databases and the physical holdings of 
the British Newspaper Library identified a data set of 388 distinct newspaper articles, 
all of which contained the term ‘food intolerance’.
The results of the following sections, 3.5.1a to 3.5.le, which describe the general 
characteristics of the placement of the term ‘food intolerance’ in the media over the 
study period, are discussed below and given in tables 3.5.1a(l) and 3.5.1a(2), and in 
chart 3.5.1c.
3.5,1a Placement and presence o f food intolerance in the media 
69.9% of the articles, that contained the term ‘food intolerance’ during the study 
period, came from the daily papers. 39.7% of the articles found were in the quality 
press, 46.7 % from the middle market publications, and 13.6% of the articles came 
from the popular press (table 3.5.1a(l)). The largest portion of the articles, in terms of 
specific papers, came from the Daily Mail (37.4%).
Table. 3 .5 .1a(l) -  Number o f  articles by market sector and publication paper.
Market Sector Paper Number of Articles
Daily Telegraph 92 (23.7%)
Quality Press
Sunday Times 62 (16.0%)
Daily Mail 145 (37.4%)
Middle Market
The Mail on Sunday 36 (9.3%)
The Sun 34 (8.8%)
Popular Press
The News of the World 19 (4.8%)
Total 388
The term ‘food intolerance’ had been used in all of the different types of newspaper 
articles, however, more than half of the articles identified were feature articles (table 
3.5.1a(2)). Problem pages made up 15.5% of the articles found and 14.2% of the 
articles were columns. 3.6% and 9.8% of the instances of the use of the term ‘food 
intolerance’ came from news and soft news reports respectively, with letters 
constituting 1.5% of the articles. The final 1% of the news articles found were
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editorials.
Table. 3.5.1.a(2) -  Number o f  articles by category o f  demographic characteristics.
Type of Article Number of Articles
Feature 211 (54.4%)
Problem Page 60 (15.5%)
Column 55 (14.2%)
Soft News 38 (9.8%)
News 14 (3.6%)
Letter 6 (1.5%)
Editorial 4 (1.0%)
Primary Theme of Article
Health 137 (35.3%)
Nutrition 66 (17.0%)
Consumer Interests 54 (13.9%)
Lifestyle 45 (11.6%)
Wellbeing 33 (8.5%)
Celebrity 31 (8.0%)
Dieting 18 (4.6%)
Law 4 (1.0%)
Tone of Article Towards Food 
Intolerance
Positive 329 (84.8%)
Negative 59 (15.2%)
Proportion of Article Attending to 
Food Intolerance
Passing Mention 206 (53.1%)
Minor Theme 104 (26.8%)
Major Theme 78 (20.1%)
3.5.1b Primary Theme
Health was the primary theme of 35.3% of the articles that referenced food 
intolerance, while nutrition, consumer interests, and lifestyle were the topics of 
17.0%, 13.9%, and 11.6% of the articles respectively and wellbeing was the topic of 
8.5% of them. 8.0% of the articles found were about celebrities, 4.6% were about
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dieting, and the primary theme of the remaining 1% of the articles using the term food 
intolerance was the law and legal matters.
3.5.1c Spread o f media coveraee
The number of articles referring to food intolerance varied over the ten year period 
studied as shown in chart 3.5.1c. The year 2004 had the fewest articles containing 
references to food intolerance, numbering at 27 articles for the year, while the peak 
year was 2007, when 50 articles made reference to the term ‘food intolerance’.
Chart. 3.5.1c -  Number o f  articles containing ‘food intolerance’ by calendar year.
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3.5.Id  Tone and attitude towards food intolerance
Each article, as a whole unit, was examined to assess how food intolerance was 
framed in the media. The overall tone of most of the articles (84.8%) framed food 
intolerance in a broadly positive manner, presenting food intolerance as a legitimate 
diagnosis and the associated food avoidance as a viable route to symptom relief.
3.5. le  Amount o f article eiven to food intolerance
More than half (53.1%) of the articles mentioned food intolerance in just a passing 
manner, using the term in a way that offered little or no explanation of it and it was, in 
itself, of little consequence to the general story of the article. It was a minor theme in 
26.8% of the articles and a major theme in 20.1% of the articles over the study period.
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3.5.2 Illness Representations o f  Food Intolerance
The remaining illness representation dimensions were studied using a selected 
subgroup of the articles, namely those in which food intolerance was either a minor or 
major theme in the article. This excluded those articles where food intolerance was 
given only a passing mention as there was not sufficient discussion of the construct of 
the issue to facilitate a detailed analysis of the text. This reduced the dataset by 206 to 
182 articles.
Messages about food intolerance pertaining to all of the dimensions of illness 
representations were found in the data. 65.9% of the articles referred to the identity 
dimension in terms of the symptoms associated with food intolerance, and 86.3% of 
the articles held representations in the form of identifying potential trigger foods. 
Communications referring to causal mechanisms, that related to generic factors, were 
found in 48.3% of articles, and 24.8% of the articles held causal representations that 
related to the adverse reactions to food model. 33.5% of the articles held control 
representations. Consequence representations were present in 27% of the articles and 
representations of timeline were seen with 9.9% of articles. The results are given in 
table 3.5.2 and the representations seen are discussed in detail below, taking the 
findings for each dimension in turn.
3.5.2a Identity
Leventhal et al.’s (1980) cognitive illness representations model indicated that the 
identity dimension of illness representation contained 2 facets, the label, which was 
already established in this study as ‘food intolerance’, and the symptoms associated 
with this label. In food intolerance, the food suspected to trigger the reaction often 
forms part of the identity label and dimension, for example ‘wheat intolerance’ and 
‘milk intolerance’, and as such the statements in connection to the trigger foods will 
be discussed in the identity section of this study.
Symptoms
The analysis identified that 120 articles (65.9%) in the dataset contained 
representations of symptoms associated with the food intolerance identity label. 42 
(23.1%) articles made representations of just one symptom in connection to food 
intolerance, while 24 (13.2%), 19 (10. 4%) and 13 (7.1%) of the articles illustrated 2,
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Table. 3.5.2 -  Number o f  articles containing cognitive illness representations by dimension. (n=182)
Illness Representation Dimension N um ber of Articles
Identity -  symptoms 120 (65.9%) - - - -
-  trigger foods 157 (86.3%) - - - -
Causes Food Intolerance Does Not Cause Food Intolerance
Cause -  generic factors 86 (48.3%)
Concrete
Environmental
4
4
(2.2%)
(2.2%)
4
4
(2.2%)
(2.2%)
0
0
-
Substance 
Behavioural lifestyle
13
21
(7.1%)
(11.5%)
13
20
(7.1%)
(11.0%)
0
1 (0.5%)
Genetic 50 (27.5%) 45 (24.8%) 5 (2.7%)
Hidden Mystical 2 (1.1%) 2 (1.1%) 0
Psychosocial 33 (18.1%) 29 (15.9%) 4 (2.2%)
Mediates Food Intolerance Does Not M ediate Food Intolerance
Cause -  adverse reaetions model 45 (24.8%)
Toxic 1 (0.5%) 1 (0.5%) 0 -
Immunological 29 (15.9%) 18 (9.9%) 11 (6.0%)
Enzyme 13 (7.1%) 13 (7.1%) 0 -
Pharmacological 6 #3% ) 6 (33%) 0 -
Structural 0 - - - . .
Aversion 2 (1.1%) 2 (1.1%) 0 -
Having Control Not Having Control
Control 61 (33.5%)
Personal 26 (14.3%) 25 (13.8%) 1 (0.5%)
Treatment 48 (26.4%) 47 (25.9%) 1 (0.5%)
Timeline 18 (9.9%)
Chronic 1 (0.5%) - - - -
Acute 9 (4.9%) - - - -
Cyclical 8 (4.5%) - - - -
Treatm ent Consequences Symptom Consequences
Consequences 49 (27.0%)
Social 21 (11.5%) ♦15 (83%) 6 (33%)
Emotional 12 (6.6%) 3 (1.6%) 9 (4.9%)
Physical 23 (12.6%) ♦♦20 (11.0%) 3 (1.6%)
Financial 10 (5.5%) 6 (33%) 4 (2.2%)
Plausible Route to Diagnosis Implausible Route to Diagnosis
Routes to Diagnosis 96 (52.7%)
Blinded Food Challenge 0 - - - - -
Food Diary 17 (9.3%) 17 (93%) 0 -
Skin Prick Test 1 (0.5%) 0 - 1 (0.5%)
IgE Blood Test 2 (1.1%) 2 (1.1%) 0 -
Professional Elimination Diet 11 (6.0%) 10 (5.5%) 1 (0.5%)
Self Directed Elimination Diet 25 (13.7%) 18 (9.9%) 7 (3.8%)
IgG Testing Kits 35 (19.2%) 28 (15.4%) 7 (3.8%)
Hair /  Nail Analysis 9 (4.9%) 1 (0.5%) 8 (4.5%)
Kinesiology (Muscle Test) 11 (6.0%) 4 (2.2%) 7 (3.8%)
VEGA (Electrodermal Test) 9 (4.9%) 5 (2.7%) 4 (2.2%)
‘Unconventional’ Tests in General 31 (17.0%) 9 (4.9%) 22 (12.1%)
‘Conventional’ Tests in General 19 (10.4%) 15 (83%) 4 (2.2%)
GP 21 (11.5%) 16 (8.8%) 5 (2.7%)
Other 11 (6.0%) 6 (33%) 5 (2.7%):r   (3.3 ) 
' Includes 1 representation of non-consequences ** Ineludes 3 representations of positive consequences
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3 and 4 different symptoms respectively as being associated with food intolerance. 
The highest number of symptoms associated with food intolerance in the articles was 
10, however this was only seen in one article. The breakdown of the number of 
symptoms given in the articles is presented in table 3.5.2a(l).
Table. 3 .5 .2a(l) -  Number o f  differing symptoms and foods associated to food intolerance identity.
Num ber o f different symptoms /  foods
Symptoms 
Number o f  articles
Trigger Foods 
Number o f  articles
0 62 (34.1%) 25 (13.7%)
1 42 (23.1%) 45 (24.7%)
2 24 (13.2%) 38 (20.9%)
3 19 (10.4%) 22 (12.1%)
4 13 (7.1%) 15 (82% )
5 12 (6.6%) 10 (5.5%)
6 4 (2.2%) 9 (4.9%)
7 2 (1.1%) 3 (1.6%)
8 2 (1.1%) 4 (2.2%)
9 1 (0.5%) 1 (0.5%)
10 1 (0.5%) 2 (1.1%)
> 10 0 - 8 (4.3%)
Within the symptom representations seen in the dataset, the articles identified a total 
64 different types of symptoms and 8 specific diseases as being associated to the food 
intolerance identity. The diseases identified in the articles covered 4 separate body 
systems and the symptoms represented covered 6 separate body systems as well as 
many general signs and symptoms as specified in the ICD-10 classification chapters 
ROO to R69 (WHO, 1994). The only body system not represented in the data, based 
on the ICD-10 classification, was the urinary system. Representations of symptoms 
connected to all other body systems were identified in the dataset. Bloating was the 
most frequently cited symptom and the gastrointestinal system the most frequently 
represented body system. The results are given below in table 3.5.2a(2).
Table. 3.5.2a(2) -  Type o f  symptoms and diseases associated to food intolerance by number o f  articles.
Body System Signs and Symptoms Diseases
Skin and subcutaneous tissue 22 (12.1%) 25 (13.7%)
Speech and voice 2 (1.1%) 0 -
Nervous and musculoskeletal systems 6 P J % ) 7 (3.8%)
Digestive system and abdomen 133 (73.1%) 2 (1.1%)
Circulatory and respiratory systems 23 (12.6%) 6 0U % )
Cognition, perception, emotional state and behavior 18 (9.9%) 0 -
General symptoms and signs 88 (48.4%) 0 -
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Trisser foods
Representations of the foods that triggered food intolerance reactions, were found in 
157 articles (86.3%). As illustrated above in table 3.5.2a(l), 45 articles (24.7%) 
identified one food as triggering food intolerance reactions while 38 (20.9%), 22 
(12.1%), and 15 (8.2%) articles identified 2, 3 and 4 trigger foods in their 
representations. 6 artieles (3.3%) identified more than 12 foods as triggering food 
intolerance reactions with the highest number of trigger foods represented in a single 
article being 28 different foods. However, this was only seen in one instance.
One hundred and nine different foods were represented across the data set as 
triggering food intolerance reactions. This included 51 foods of varying plant origins, 
18 different foods of animal origin, 3 types of alcohol, 17 differing processed foods 
with multiple ingredients, 4 processed foods of a single ingredient, 9 trace elements 
(found in multiple foods) and 7 different artificial additives. The detailed breakdown 
of the identified trigger foods is given in table 3.5.2a(3).
Table. 3.5.2a(3) -  Types o f  food identified as triggering food intolerance reactions.
Num ber o f Different Types o f  
Foods Referenced within Group
Number o f References 
within the Dataset
Artificial additives
7 12
Alcohol
3 8
Trace elements found in multiple foods
9 19
Processed foods o f  single ingredients
4 15
Processed foods o f  multiple ingredients
17 70
Foods o f  plant origin
51 303
Fruits
10 33
Vegetables
16 36
Grasses
19 223
Nuts and Seeds
7 13
Herbs and Spices
0 -
Foods o f  animal origin
18 252
Mammalian Products 12 208
Poultry Products 3 37
Aquatic Animal Products 3 7
Amphibians and Reptiles 0 -
Invertebrate Animals 0 -
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3.5.2b Cause
The causal dimension of representations was examined using 2 separate measures; the 
mechanisms represented as mediating food intolerance in line with the literature base 
of adverse reactions to food; and the generic structure of illness causal attributions 
proposed by Shiloh et al. (2002). The results of each are discussed in the following 
sections.
Mediatins mechanisms -  adverse reactions to food model
The causal representations present in the dataset were examined in relation to the 
mediating mechanisms seen in the food intolerance literature base. Although there 
was no agreed definition within the scientific literature as to which mechanisms relate 
to food intolerance, the literature had identified adverse reactions in general to food as 
being caused by toxic mechanisms, immunological factors, pharmacological 
mechanisms, structural factors, enzymatic factors, and aversion.
Causal representations, corresponding to these mediating mechanisms, were found in 
45 articles (24.8%) with multiple representations seen in 5 of them. Immunological 
factors were the most frequently represented mechanisms being seen in 29 of the 
articles (15.9%). However, 11 of these representations (6.0%) were negative 
statements, specifically portraying food intolerance as not being mediated by 
immunological mechanisms. The remaining representations were all positive 
statements, affirming the mechanisms portrayed as mediating food intolerance. In 
contrast, representations of structural mechanisms in the mediation of food intolerance 
were not found in the data.
Generic Structure
Representations of cause, in terms of factors in the generic structure proposed by 
Shiloh et al. (2002), were found in 84 articles (46.2%) with 19 articles (10.4%) 
presenting multiple causal factors. 8 articles (4.4%) held representations relating to 
environmental causes, 34 (18.6%) relating to behavioural causes, and 83 (45.6%) 
relating to hidden causes.
All 8 articles, referencing environmental factors as the cause of food intolerance, 
represented them in an affirming manner with half the causal representations
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attributing it to concrete environmental factors such as viruses and germs, and the 
other half attributing it to abstract environmental causes of chemicals and pesticides. 
The representations constituting the behavioural factors included 21 articles (11.5%) 
citing lifestyle factors, such as the excessive intake of a particular type of food, and 13 
articles (7.1%) citing substances, such as caffeine and other pharmacological 
substances in the food, in relation to the causes of food intolerance. While all of the 
substance representations were given in an affirmative manner, citing it as a cause, 
one incidence of the lifestyle factor representations was given in a negative manner, 
suggesting that the lifestyle factor did not cause food intolerance.
The hidden factors, in relation to the generic structure of illness causal attributions, 
constituted the largest group of causes represented in the dataset with 50 articles 
(27.5%) portraying biological factor representations and 33 articles (18.1%) giving 
psychosocial factor representations. 2 articles (1.1%) gave mystical factor 
representations in relation to the cause of food intolerance. While the majority of the 
representations were given in a confirmatory manner, indicating that they were causes 
of food intolerance, 5 portrayals (2.7%) of the biological factor representations and 4 
(2.2%) of the psychosocial factor representations were given in a refuting manner, 
stating that they were not causes of food intolerance.
3.5.2c Consequence
49 articles (27.0%) held representations about the consequences of food intolerance. 
The representations of the consequences of food intolerance were classified into two 
groups, messages about the consequences of the symptoms and illness experience, and 
messages about the consequences of the treatment and management of food 
intolerance, and these were further classified in terms of the social, emotional, 
physical and financial consequences that the symptoms or treatment were portrayed as 
incurring.
Symptom consequences
Six articles (3.3%) held representations of social consequences resulting from the 
symptom experiences of food intolerance. Physical consequences were seen in 3 
articles (1.6%) and financial consequences were seen in 4 articles (2.2%). Emotional 
consequences were seen in 9 articles (4.9%). All of the consequences of the
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symptoms were portrayed in a confirmatory manner, indicating that the symptoms did 
have consequences, and all of the symptom representations were portrayed as having 
negative consequences in the individual’s life.
Treatment consequences
Representations of emotional and financial consequences were found in 3 (1.6%) and 
6 (3.3%) articles respectively and were all given in a confirmatory manner indicating 
that the there were consequences and that such consequences had a negative impact. 
However, the portrayal of the physical consequences, seen in 20 articles (11.0%), 
included 3 representations of positive physical consequences resulting from the food 
avoidance treatment of food intolerance, each of which highlighted a related weight 
loss. The portrayal of the social consequences, found in 15 articles (8.2%), included 
one portrayal of non-consequence, stating that the treatment did not result in any 
social consequences.
3.5.2d Timeline
Timeline representations were found in 18 articles (9.9%). 9 articles (4.9%) portrayed 
food intolerance as having an acute timeline, the intolerance resolving after a specified 
food avoidance treatment period, and 8 articles (4.5%) held representations of food 
intolerance as having a cyclical timeline with periods of ‘flare-ups’ and periods where 
the trigger foods could be tolerated without incurring symptoms. Representation of 
food intolerance as a chronic condition was found in only one article (0.5%).
3.5,2e Control
Sixty-one articles (33.5%) held representations relating to issues of control in the 
experience of food intolerance, the vast majority of which were positive, indicating 
both a perception of self-efficacy and a belief in the effectiveness of the treatment.
Treatment Control
Representations of treatment control were seen in 48 articles (26.4%), with 47 of the 
them (25.9%) being positive representations that portrayed the treatment as being 
effective in treating and resolving the symptoms associated with food intolerance.
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Personal Control
In keeping with the treatment control representations, 25 (13.8%) of the 26 (14.3%) 
personal control representations were positive portrayals of personal control in food 
intolerance.
3.5.3 Diagnosis
Ninety-six articles (52.7%) identified potential routes, tests and processes available 
for the diagnosis of food intolerance. All of the diagnostic routes identified in the 
academic literature, except the blind food challenge, were represented in the dataset, 
as well as 6 other routes that had not been discussed in the academic journals. While 
many of the articles identified specific tests and diagnostic processes in their 
representations, 31 articles (17.0%) discussed ‘unconventional’ tests in general, 
making statements such as “ ...a growing number o f diagnostic tests that remain to be 
validated... ”, and 19 articles (10.4%) discussed ‘conventional’ tests in general, with 
comments such as “ ...correctly diagnosed by a properly qualified medical person... ”.
The portrayal of the routes to diagnosis were mixed in their representation of them as 
plausible or implausible methods with which to diagnose food intolerance. While the 
‘unconventional’ tests in general most frequently presented as an implausible 
diagnostic route, each of the tests and processes identified in the academic literature as 
unproven -  applied kinesiology (muscle tone testing), VEGA testing (electrodermal 
testing), and hair analysis testing -  had more representations in the dataset as 
implausible routes to diagnosis, than representations as plausible routes. The 
exception was IgG ELISA Allergy testing where it was more frequently portrayed as a 
plausible route to diagnosis than an implausible route.
The single most frequently identified route to diagnosis was IgG testing, with 35 
articles (19.2%) discussing this process, followed by the self directed elimination diet, 
discussed in 25 of the articles (13.7%). The tests constituting the ‘other’ group, that 
had not been identified in the academic literature, were reflexology, stool analysis, a 
symptom checklist (provided by the newspaper), facial analysis, iridology, and the use 
o f a pendulum.
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3.6 Discussion
This study analysed a decade of newspaper articles published in the six top selling UK 
national newspapers, those w ith the highest circulating volume from each of 
the demographic m arket sectors, and described the illness representations of food 
intolerance modeled therein. The study found that the topic of food intolerance was 
represented in all types of newspaper article over the decade investigated. However, 
more than half the articles identified were feature articles. The most common primary 
topics of the articles were health, nutrition and consumer interests, in that order and 
more than half the articles found approached the topic of food intolerance in only a 
passing manner. The vast majority of the articles in the dataset referred to food 
intolerance in a positive style, describing it in such a way as to present it as a 
legitimate diagnosis and viable explanation for various illness experiences. Each of 
the five dimensions of illness representation were present in the dataset, with the 
dimensions of identity and cause the foremost features illustrated. There was a 
diverse portrayal of food intolerance, in relation to its symptoms and trigger foods. 
However, the representation of the control dimension of food intolerance was 
overwhelmingly positive. All the potential tests and processes seen in the academic 
literature, except for the blinded food challenge, were evident in the dataset and while 
both positive and negative portrayals of each of the test processes could be found, the 
overall picture presented by the data reflected the attitude of the scientific and 
academic literature on the subject. The exception to this was the representation of IgG 
testing which, although discredited in the scientific literature, had more positive 
representations than negative across the news articles.
The food intolerance identity was found in this study to be associated in the articles 
with a vast array of symptoms and many different diseases, covering all bodily 
systems, except the urinary system. Similarly, the representation of the triggers 
indicated foods originating from almost all the plant and animal sources, and ranged 
from trace elements to whole manufactured foods. However, while there were many 
symptoms and foods seen across the dataset as a whole, the majority of the articles 
examined in this study individually represented food intolerance with only a limited 
number of each, leading to an immensely diverse representation of the food 
intolerance illness identity, but not a particularly strongly symptomatic one.
132
Such a broad variation within the media accounts, of both the symptoms and foods 
involved in food intolerance reactions and the inconsistent representations of the 
identity of food intolerance, could be perceived as conflicting or problematic for 
individuals seeking to understand or define their illness experience. However, the 
health information seeking patterns of the lay population have been found generally to 
be conducted in such a way as to manipulate uncertainty and conflicting information 
in a desired direction, isolating and attending more readily to the information that 
confirms an already biased opinion of a situation, either confirming or rebutting 
beliefs, whichever is preferable at the time, and avoiding or ignoring the information 
that does not fit with their opinion (Brashers, 2001). The immense diversity found 
amongst the newspaper articles may therefore actually facilitate the adoption of food 
intolerance as an illness identity, rather than complicate it. With the identity of food 
intolerance associated with 64 different symptoms, 8 distinct conditions, and 109 
differing foodstuffs across the media over the decade studied, it is possible, should an 
individual wish, to find information in support of a food intolerance diagnosis for a 
vast array of illness experiences and illness beliefs.
In relation to the representation of cause, this study found that all the mechanisms 
identified in the academic literature as mediating adverse reactions to food were seen 
in the dataset, except for structural mechanisms. This study examined news articles 
referring to food intolerance up to the end of December 2009, the same year in which 
the only scientific paper to indicate structural mediation (Zopf et al., 2009) published 
their taxonomy for the differential diagnoses of food intolerance. Therefore, while 
there can be strategic reasons why the media do not report certain aspects of research 
findings (Laurance, 1998; Pini, 1995; Radford, 1996), the relatively recent inclusion 
of structural mediation in food intolerance literature in relation to the study inclusion 
criteria is likely to have played some part in the absence of this mechanism in the 
results of this study.
Of the remaining mechanisms represented as mediating food intolerance, 
immunological mediation was the only mechanism in the adverse reactions to food 
model that, as well as being given as a causal mechanism, was also represented and 
specifically identified as not being a causal mechanism for food intolerance. The 
scientific literature is divided in regard to whether or not immune reactions should be
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included in the models of food intolerance. For example, while Anderson and Sogn 
(1984) and the European Academy of Allergy and Clinical Immunology 
Subcommittee on Adverse Reactions to Foods model (Ortolani & Vighi, 1995) 
excluded immune mediated reactions from their representation of food intolerance, the 
Royal College of Physicians and British Nutrition Foundation (1984) and Zopf et al. 
(2009) included immune reactions in their representations. However, the academic 
taxonomies and models were equally divided in regard to some other mediating 
mechanisms, such as toxic reactions, yet these other mechanisms were not found in 
this study to have counter representations in the media.
Beyond the use and definition of the term ‘food intolerance’, the role of the immune 
system in food intolerance is, in itself, a more contentious issue in the scientific 
literature than the other potential mechanisms, with the debate focusing largely on the 
diagnostic specificity and clinical relevance of IgG food antibody testing for food 
intolerance (Jenkins & Vickers, 1998). In the early to mid 1990’s, although 
conducted in commercial laboratories both in the UK and abroad, IgG antibody testing 
was provided by the NHS for selected patient groups suspected to be having food- 
based reactions (Jenkins & Vickers, 1998). However, clinicians began to doubt the 
value of IgG testing and it was discontinued in the NHS following a series of 
independent research trials in which the IgG tests were found to have poor sensitivity, 
inadequate test/retest reliability and little diagnostic or therapeutic value (Duchen, 
Einarson, Grodzinsky, Hattevig, & Bjorksten, 1997; Jenkins & Vickers, 1998; 
Kjeldsen Kragh, Hvatum, Haugen, Forre & Scott, 1995; Roger, Pena, Botey, Eseverri 
& Marin, 1994). Nonetheless, IgG testing has continued to be widely available, at 
varying prices, directly to the public, which, in the light of the scientific rejection of 
IgG testing, may raise consumer protection issues. As consumer interests are a 
common theme in the media, and were indeed a frequent topic found in this study, this 
may account for the presence of statements that refuted the role of the immune system 
in the causal representations of food intolerance, but not the other potential mediating 
mechanisms.
The dimensions of identity and cause were found in this study to be the most 
prominently featured components of the representation of food intolerance in the 
media, and this is in keeping with the early studies on the subject. Both Lau and
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Hartman (1983) and Bishop et al. (1987), examining the number and type of 
representations individuals made across various illnesses, both minor and serious, 
similarly identified the dimensions of identity and cause as the foremost features of 
illness representation, accounting for more than half of all the representations made by 
their study populations. These were then followed in prominence, in the early studies 
of illness representation, by the dimensions of control, consequence, and timeline, in 
that order, and the same pattern was similarly seen in this study of food intolerance in 
the media.
The timeline dimension of illness representations was the least evident feature 
illustrated in the dataset, with the statements that were identified found to be generally 
illustrative of food intolerance as either acute or cyclical in nature. Only one article 
held statements that represented food intolerance as a chronic condition. This finding 
was surprising as, despite the lack of statements expressing it as such, the overall 
impression that was garnered from conducting the research and reading all the articles 
was one of food intolerance as a lifelong condition. This mismatch is likely to be due 
to the design of this study and the difference between the overt and implicit messages 
conveyed in the articles. This study only examined the explicit messages present in 
the newspaper articles and a study of the implicit messages and representations may 
well give a different picture of the timeline of food intolerance.
All the potential routes to diagnosis illustrated in the academic literature, except for 
the double blind placebo controlled oral food challenge, were evident in the dataset 
along with a further six potential routes that had not been identified in the scientific 
literature. The representation of the tests as either plausible or implausible routes to a 
food intolerance diagnosis was mixed across the dataset, however. The proportion in 
support of, or refuting, their validity was in line with the overall scientific view. That 
is to say, the test processes that were considered in the academic literature as 
unproven and their validity refuted, had more negative representations in the dataset, 
presented as implausible routes to a diagnosis, than positive representations. Equally, 
the test processes perceived in the scientific literature as more orthodox, although still 
not wholly supported as diagnostic tests for food intolerance, had in the dataset of 
news articles more positive representations than negative ones.
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The exception to this cohesive presentation of the diagnostic tests available in line 
with the scientific viewpoint, was the representation of IgG testing. As mentioned 
earlier in this discussion, IgG testing is widely regarded in the scientific literature as 
being an unproven and scientifically implausible method of demonstrating adverse 
reactions to food (Duchen et al., 1997; Jenkins & Vickers, 1998; Kjeldsen Kragh et 
al., 1995; Roger et al., 1994) yet while other ‘unorthodox’ tests were more frequently 
represented in a negative manner across the dataset, IgG testing had more positive 
representations than negative. While this content analysis study examined any article 
that referred to the term ‘food intolerance’, advertisements were specifically excluded. 
Despite this, it became evident during the data collection and analysis that there was a 
particular style of feature article that occurred regularly in the dataset, that featured a 
minor celebrity discussing their experience and subsequent recovery from various 
symptoms and illness events following the diagnosis of food intolerance identified 
through a specific IgG testing kit. Although at no point were these articles identified 
as commercials, the recurrent formula and marketing nature of the writing raised a 
suspicion that these were in fact promotional features. These suspicions then found 
support in another article which coincidentally identified one of the featured 
celebrities as, at that time, specifically working with the laboratory to promote their 
food intolerance home testing kit. Many concerns have been raised in academic 
journals about the increasingly commercialised and scripted appearance of medical 
and scientific articles in the press, with articles often noted as reading more like 
promotional material than journalism (Moynihan, 2003a). Indeed, as discussed by 
media journalists writing in the academic journals, newspapers have become 
increasingly pressurised, through rising costs and a decreasing market, resulting in 
fewer specialized medical and scientific correspondents being employed, leading in 
turn to a greater and unquestioning reliance on press releases and promotional 
material provided by medical and pharmaceutical companies (Kiousis, 2001; Nelkin, 
1996; Wilkie, 1996). This has been seen to produce a biased picture of treatments, 
exaggerating benefits, minimizing the reporting of risks and glossing over the 
limitations of the treatments (Collier & Iheanacho, 2002; Moynihan, 2003b). The 
appearance of this style of scripted promotional article in the dataset does go some 
way to explaining the unusually positive presentation of IgG testing in the findings.
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3.7 Methodological limitations
There are limitations to this study, the primary one being that this content analysis 
looked only at the overt and explicit messages that were present in the newspaper 
articles. The design and methodology used mean that the findings illustrate only one 
level of the information communicated within the media, and any implicit messages 
which may be evident to the reader, will not be evident in the findings of this study. 
Further, this study addressed only the presentation aspects of the information in the 
newspaper articles and did not approach the issue of either reception or interpretation 
of health information. The study does not account for the lay population’s capacity to 
filter selectively the messages in the print media and the findings, therefore, cannot be 
extrapolated beyond the confines and context of the media in which they were 
produced, nor can they be assumed to be representative of the messages actually 
received by the media readership (Seale, 2003).
As discussed in the introduction of this thesis, limiting the focus of study in this thesis 
in general, and this study in particular, to concentrate on the cognitive aspects of the 
self-regulatory model of illness behaviour, restricts the breadth of understanding of 
the experience and interpretation of food intolerance that can be achieved. In this 
study, by using the model of cognitive illness representations as the focus of the 
coding frame, the social and emotional dimensions of the experience of food 
intolerance have not been examined, and therefore has only elucidate one part of what 
is intended to be a dualistic process.
A further limitation of this study is the fact that newspapers were the only media 
format examined in this investigation of the health messages relevant to the illness 
representation of food intolerance. The findings will therefore not be as rich as they 
would be if a cross media analysis had been undertaken (Roznowski, 2003). 
However, newspapers are a significant source of lay health information and provide 
an in-depth coverage of topics not seen in broadcast media (Johnson & Kaye, 1998; 
Kiousis, 2001). They are therefore a useful medium from which to gain an insight 
into the information and types of messages presented to the general population.
This study was initiated solely for this thesis and was undertaken without any 
additional or external funding. As such, the data collection and analysis was
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conducted exclusively by the author of this thesis. While measures were undertaken 
to ensure the reliability and validity of the results of this analysis, such as the use of 
well-established coding frameworks and in-depth discussion of sections of the data 
with the thesis supervisor, inter-rater reliability -  the traditional measure of 
trustworthiness and rigor in such studies -  is not available and this is a significant 
limitation of this study .
3.8 Towards an understanding of the experience and 
interpretation of food intolerance
The first study of this thesis examined the experience of food intolerance, from the lay 
perspective, and the findings suggested that food intolerance was not experienced as 
an illness per se, but as an indicator to the participants and those around them, of a 
shortfall in health with all the social and emotional implications that such a status 
entails. The study found that, although food intolerance was certainly experienced as 
the cause of symptom episodes, the focus in the participants’ representation of their 
food intolerance was on the positive effect they achieved through avoiding the food, 
rather than on the symptoms or the sick role that was induced by consuming it. 
Despite this, the participants chose, at times, not to adhere to their food avoidance 
plan, as the very treatment that appeared to offer them relief from their symptoms and 
permit them greater involvement in their chosen lifestyles, was in itself experienced as 
potentially bringing about as great or even greater stigma or inconvenience.
The findings of the first study also suggested that the ascertainment of the identity 
label ‘food intolerance’, and the information that shaped its associated representations, 
came through media and lay sources of information.
This second study has examined the media coverage of food intolerance in the six 
leading British national newspapers over the decade running from January 2000 to 
December 2009. This study identified 388 newspaper articles referring to the term 
‘food intolerance’ over the decade investigated and found that the vast majority of 
them referred to food intolerance in a positive style, effectively representing it as a 
legitimate diagnosis and a viable explanation for various illness experiences. There 
was a diverse representation of the identity of food intolerance, with a vast number of
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symptoms and foods associated with the condition. The portrayal of the control 
dimension of food intolerance was overwhelmingly positive, depicting the treatment 
and control of the conditions as both effective and within the grasp of the individuals 
themselves. Only one article in the dataset contained statements contrary to this 
perception. Statements pertaining to the consequences of food intolerance were found 
for both the consequences of the symptoms and the consequences of the treatment 
and, while there were more references to the issues of treatment consequences, some 
of these statements pertained both to ‘non-consequence’ and positive consequences.
While this second study identified the overt representations of food intolerance 
present in the media, the implicit messages, which would have been apparent to the 
reader, were not evident in the findings of this study. This limitation is in keeping 
with the methodology and study design. However, the issue was noted to be 
potentially problematic in this study in relation to the representation of the timeline 
dimension of food intolerance. While the implicit message received during analysis 
was of food intolerance as a chronic condition, explicit statements were only found for 
food intolerance as an acute or cyclical condition. Further, although this study 
identified the content and frequency of the types of information portrayed about food 
intolerance, the writing style and rhetorical power of the article, that can lead to some 
messages, though portrayed less often in the media, having a bigger impact on the 
reader than others was not considered in this study. Regular promotional marketing 
features, effectively promoting the sale of IgG testing kits, in the guise of general 
health and lifestyle features about the experience of food intolerance, were spotted in 
this study in the course of the data analysis. A closer investigation of the media, 
studying the discursive strategies and rhetorical influence used in the articles, would 
further the understanding of the representation of food intolerance in the media and 
the experience of it as an illness identity.
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Chapter 4
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4 Study 3: A Discursive Analysis of Food Intolerance. 
4.1 Summary
So far, this thesis has explored the understandings of food intolerance from the 
perspective of the individual and the print media. This chapter presents a more in 
depth analysis of the print media in the form of a discourse analysis study examining 
the way in which the positive and negative accounts of food intolerance are 
constructed, using two examples from the British print media. The chapter 
commences with a discussion of the literature investigating the media portrayal of 
health issues and other emergent and contentious conditions, and then continues with 
a description of the discourse analysis methodology and process used in this study. 
The results are given in two main sections. The first section presents the analysis of 
the article portraying a negative account of food intolerance and gives the findings 
under the headings ‘casting doubt’, ‘attacking the character’ and ‘demeaning the 
consequences’. The second results section presents the analysis of the article 
portraying a positive account of food intolerance and gives the findings under the 
headings ‘authenticating the symptom experience’, ‘framing the critics’ and ‘selling 
the cure’. The chapter continues with a discussion of the findings placed in the 
context of the understanding and beliefs about medically unexplained symptoms and 
the labels and syndromes commonly used to explain them. The chapter concludes 
with a discussion of the limitations of the study.
4.2 Introduction
Despite the ongoing scientific debate as to the provenance and mediation of food 
intolerance as a medical condition, and regardless of the lack of a medically validated 
diagnostic process for identifying it, studies of the prevalence of food intolerance have 
identified that approximately 12.4% to 34.9% of the general population believe they 
have some type of food intolerance (Jansen et al, 1994; Young et al, 1994; Zuberbier 
et al, 2004). Yet, while there is a considerable body of literature outlining the 
professional understanding of the term food intolerance, there is a distinct absence of 
literature examining the lay use and understanding of food intolerance.
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The media, in all its forms, remains a common source of health information in the lay 
population (Carlsson, 2000; Redmond et ah, 2010) and theories of media ‘agenda 
setting’ suggest that the media, through both their selective approach and style of 
reporting, have a profound influence on both what the public think about, and the way 
in which they think about it (McCombs, 2002). At the primary level, the agenda of 
what it is that the public thinks about can be influenced by the amount of coverage a 
topic receives, the frequency with which the subject recurs, and the placement of the 
report within a schedule or newspaper. The previous study in this thesis, chapter 3, 
examined this in relation to the portrayal of food intolerance through a review of the 
frequency and coverage of it in the British print media, looking specifically at the type 
of information relevant to the formation of the five dimensions of cognitive illness 
representation.
However, the way in which the public thinks about the topic can also be affected by 
the media through the influence of an agenda of characters, attributes and traits, and 
the use of tone, appraisal, rhetoric and emotive description (McCombs, 2002). These 
work to provide a social, emotional and political framework that shapes the popular 
understanding of the subject or phenomenon portrayed. Further, audience theory 
suggests that such media representations then provide resources on which an 
individual can draw in order to better understand their social world, other individuals 
and themselves (Abercrombie & Longhurst, 1998; McCombs, 2002). In the context 
of health and health topics, the agenda of characters present in the media coverage 
influences individuals’ understanding of their own, and other people’s, illnesses and 
influences the construction of identity such an illness diagnosis represents.
The media, however, does not present one united view, or set one specific agenda, and 
many different versions and constructions of subjects can be found, varying through 
time and between papers as new information and differing storylines come to light. 
For example, studying the construct of Attention Deficit Hyperactivity Disorder 
Horton-Salway (2011), Lloyd and Norris (1999), and Schmitz, Filippone and Edelman 
(2003) found that the condition was constructed with varying biological, genetic and 
psychosocial repertoires in the media and that the portrayal of the individuals with the 
condition characterized them as either naughty, deviant or disabled children. The 
media construction of sleep disorders, such as snoring and ‘sleepiness’ were found by
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Seale, Boden, Williams, Lowe and Steinberg (2007) and Williams (2002) to be 
constructed with messages that could be differentiated into ‘médicalisation’, 
‘healthicisation’ and ‘personal’ strategies, the portrayal of which varied between the 
different tabloid and broadsheet papers. Meanwhile, Diefenbach (1997) and Wahl 
(2001), examining the media construct of mental illness, identified varying 
constructions of the condition and the people with it as either violent and burdensome 
to society, as rebellious free spirited individuals, or as helpless and depressed 
housewives.
Thus, the media offer varying constructions, or ‘ways’ through which the public can 
think about a topic. Often these varying discourses co-exist, rising and falling at 
different times and in different arenas. In other cases, the public may dismiss the 
media’s agenda in the construct of an issue due to its lack of personal, social, or 
political relevance. However, where the general knowledge base about a topic is low, 
such as in an emergent health condition, or the need for topic orientation is high, one 
particular version of the media’s construct may prevail, particularly where the 
attributes, characteristics and traits used to define the object either appeal to, or 
capture, in some way the public imagination (McCombs, 2002).
It was noted while undertaking the previous study that, while the majority of the 
articles referring to food intolerance did so in a positive manner, affirming food 
intolerance as a legitimate diagnosis, those articles that presented a negative account, 
derogating the diagnosis, did so in a powerful and compelling manner. These 
accounts, despite their lesser frequency in the dataset, were constructed and presented 
in a manner that accentuated heavily the negative construct of food intolerance.
4.3 Aims
The aim of this study is, therefore, to examine the construct of food intolerance in the 
British print media, beyond that of the dimensions of cognitive illness representation. 
It aims, using discourse analysis, to examine in detail the ways in which both the 
positive and negative accounts of food intolerance are built in the media and the 
strategies that are employed to strengthen these opposing accounts.
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Discourse analysis and discursive psychology, as a research methodology, focuses on 
the action orientation of discourse and assumes that language constructs versions of 
realities rather than reflecting them (Coyle, 2006; Edwards & Potter, 1992). As such, 
this methodology can be used to elucidate the different collective realities that are 
constructed through language use and discourse. This discourse analysis study, 
examining opposing media accounts of food intolerance, will contribute to the overall 
aim of this thesis as it will elucidate the different versions of food intolerance that are 
constructed in the media, the media being an important and enduring influence in an 
individual’s interpretation, construct and understanding of their symptoms and illness 
experiences.
4.4 Methodology
4.4.1 Discourse Analysis
This paper has taken a discursive psychology approach to the methodology of 
discourse analysis. Discourse analysis, introduced and popularized with the 
publication of Potter and WetherelTs Discourse and social psychology: beyond 
attitudes and behaviour (1987), is the investigation of how language is used to 
perform social actions. Discursive psychology, in turn, applies this theory to issues in 
psychology (Potter, 2003).
As a research method, discursive psychology is built on the tenet that there are neither 
objective perceptions of reality nor consensual objects of thought. Instead, the 
principles of discursive psychology assert that there is an unlimited number of ways in 
which to interpret the world and that social objects and events are in fact constructed, 
rather than reflected, through language, as ‘versions’ of reality, each version 
dependant on the discursive context in which they are produced (Willig, 2003). As 
well as being productive, discursive psychology assumes that language is 
performative and has an action orientation. It assumes that the linguistic structure of a 
discourse is constructed, consciously or subconsciously, in such a way as to perform a 
social function, such as denying, defending, or accusing (Coyle, 2006). The 
discursive psychology approach to discourse analysis focuses on how discursive 
resources are used, and with what effect, in order to better understand an object of 
investigation.
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The aim of this study, then, is to examine how the positive and negative accounts of 
food intolerance are constructed in the British print media. Discursive psychology is 
an appropriate method with which to approach this aim. The way in which accounts 
are made to seem factual, particularly in the face of contrary accounts, has been a 
major theme in published discursive psychology (Potter, 2003). It has been used to 
investigate the arguments that surround the validity of other contested conditions such 
as myalgic encephalomyelitis, and attention deficit hyperactivity disorder (Horton- 
Salway, 2004; Horton-Salway, 2011), and to study the issues of managing restrictive 
dietary regimes and eating behaviours (Veen, Te Molder, Gremmen & Van Woerkum, 
2010).
Although interview data has been used in discursive psychology research it remains a 
contentious area (Potter, 2003). Discourse analysis, and discursive psychology, deal 
best with naturally occurring speech and text, data that has not been produced solely 
for the purpose of the research. Newspaper articles fit this criterion of naturalistic 
material and discursive psychology has an extensive publication record in the study of 
newspaper reports, articles, and health messages (Potter, 2003; Potter & Wetherell, 
1987).
4.4.2 Sample Selection
Two newspaper articles were selected for examination in this study. They were 
selected from a data set of 388 articles that included the term ‘food intolerance’, 
published between the 1st of January 2000 and the 31st December 2009. The data set 
of 388 articles was originally compiled for a content analysis study on food 
intolerance, also conducted for this thesis, following a search of the British 
newspapers with the highest circulating volume spread across a full demographic 
range of audiences. The search was conducted using the Nexis, Newsweb, and 
Infotrac databases.
The selected articles were specifically chosen because of the discursive effect at first 
reading. Both articles read as commanding and persuasive accounts of food 
intolerance, one in an explicitly negative manner, the other in a positively 
proselytizing manner. Although there were other news articles in the sample that also
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read as being supportive or hostile accounts of food intolerance, the articles selected 
were chosen as they were wholly about food intolerance, were of a length that 
provided enough discourse to facilitate examination, and were powerful and fulsome 
examples of the discursive effects seen across the whole sample. There are a number 
of studies of single texts and individual discourses that have become classics in 
discourse analysis and discursive psychology, used to highlight how certain effects 
have been achieved (Potter et al., 1984; Potter & Wetherell, 1987). Small sample 
studies can enable a fine grain examination of one off examples of what is a 
commonplace phenomena (Potter & Wetherell, 1987) and it is this fine grain 
examination of the discursive devices used in the support and refutation of food 
intolerance that is the core intention of this study.
The first paper, hereafter referred to as paper 1, is a feature piece written by a female 
journalist with a regular column. It comments on the food intolerant dinner guest. It 
is titled ‘Sorry, but I ’m allergic to faddy foodies’ and is written following, and giving 
inference to, a published scientific report without giving directly identifiable reference 
to it. The article was published in the Daily Mail on Thursday 20th September 2007 
in the magazine section directed at female readers entitled ‘FemaiT. It is 1022 words 
long and illustrated with a cartoon styled picture, and a photograph of the journalist.
The overall discursive effect of paper 1 was that of a negative account of the validity 
of food intolerance with a negative portrayal of the personality and character of the 
individuals who assert that they have food intolerance.
The second paper studied, paper 2, is similarly a feature article from the Daily Mail. 
It is a celebrity interview with a British actress and the article is credited to both the 
actress and a female journalist. It is titled 7 loved chocolate and cappuccino. But then 
a DIY testing kit told me they were making me ill ’ and was published on Tuesday 1 st 
December 2009 in the ‘Good Health’ section of the newspaper. It is illustrated with a 
photograph of the celebrity and gives both price and purchasing information for the 
specific food intolerance test that is discussed in the article. It is 1479 words long.
The general discursive impact of paper 2 was that of a supportive account of the 
validity of food intolerance. It had an overall air of persuasion, selling the possibility
146
of food intolerance as a credible diagnosis.
4.4.3 Analytic Procedure
The preliminary analysis involved the repeated rereading of the two papers under 
investigation, in order to become fully immersed in the data and aware of their 
discursive effect. Impressions of emerging themes and categories were noted, and 
both the overt and covert constructions of food intolerance identified.
The analysis proper consisted of a fine grain examination of the texts on a number of 
levels. These included the use and effect of rhetorical strategies, the choice of 
vocabulary, and the function and consequence of these in the context of the article as a 
whole. In order to further understand their potential nature and functions, the overt 
and covert constructions identified were considered in the light of the published 
literature and the scientific theories that are already recognized in the food intolerance 
debate.
4.4.4 Quality, Rigor and Trustworthiness
The validity of discourse analysis studies can be established through the assessment of 
certain techniques that Potter and Wetherell (1987) termed coherence and fruitfulness. 
In terms of coherence, it is suggested that discourse analysis studies should elucidate 
how a discourse fits together and how it produces its discursive effects and an analysis 
that leaves aspects of the featured discourse unexamined or unexplained should not be 
considered complete or trustworthy. The analysis presented in this thesis has 
examined the texts in their entirety and has produced an analysis of both the general 
features of the texts and the micro-features within it. The study has also, in the 
discussion of the major features identified in the text, shown how these work together 
across the text as a whole to produce the general effect of either supporting or 
derogating food intolerance.
Fruitfulness is suggested to refer to the extent to which the research analysis has 
enabled and furthered the understanding of particular discourses and types of 
discourse. This is best evidenced in a discourse analysis study through the 
presentation of relevant sections of the discourses examined, placing the analysis
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along side the original text, so as to allow the reader to judge the fruitfulness of the 
analysis undertaken. This was undertaken in this research study and the reader 
himself can therefore judge fruitfulness, quality and worthiness of the analysis 
presented.
4.5 Results
4.5.1 Paper One, The Building o f the Negative Account o f  Food 
Intolerance
The negative account of food intolerance was made by constructing doubt, attacking 
the character of individuals claiming to have food intolerance, and diminishing the 
health consequences of food intolerance while simultaneously expounding the 
seriousness of other conditions. Overall, the article acted to open the black box 
(Latour, 1987, 1999) of food intolerance and argued for the public health importance 
of exposing the fictitious nature of food intolerance. These findings will now be 
discussed in detail.
4.5.2 Casting doubt
Paper 1 commences its account of food intolerance with a series of rhetorical 
questions.
1 Have you got a food
2 allergy? Or perhaps a
3 food intolerance? Or are
4 you one of those who
5 don’t know the differ-
6 ence, but who will claim
7 either or both to cover the truth
8 -  that you are just a picky eater?
Rhetorical questions encourage the reader to think about what the answer must be 
even though no answer is required. They are a discursive device used to assert a 
specific position and can be powerfully persuasive (Hie, 1994; 1999). This opening
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section of the article asserts an accusation of willful deception perpetrated by 
individuals who claim to have a food intolerance, or allergy, in an attempt to disguise 
a socially unacceptable behaviour -  picky eating. Although the inference of the 
rhetorical questions asked does not directly deny the validity of either food intolerance 
or allergy per se, it casts doubt on the condition and immediately undermines the 
plausibility of claims by any individual of suffering from either condition.
The article continues:
9 If that sounds like you, here’s this
10 week’s news: you’ve been rumbled.
11 Three million Britons, say researchers,
12 are suffering from so -  called food intoler-
13 ances that are no more than a figment of
14 an over -  heated imagination.
Although the suggestion of deliberate deception persists at the start of this segment, 
with talk of being ‘rumbled’, an insinuation of fantasy is then added to the account, 
lessening the accusation of dishonesty but nonetheless continuing to cast doubt on 
food intolerance and constructing it as a type of delusion. The report of ‘so -  called’ 
food intolerances being ‘a figment o f an over -  heated imagination ’ constructs doubt 
both at the level of the individual, those claiming to have food intolerance, and on 
food intolerance as a whole, questioning the validity of it as a biophysical condition.
Even though they are written in a colloquial manner, with tones of social judgment not 
in keeping with scientific reporting, lines 11 -  14 are asserted to be the findings of 
research. This crediting of the allegations of the paragraph to the ‘researchers’ is a 
rhetorical strategy that lends support to the credibility of the writer’s account of food 
intolerance, invoking elements of corroboration and category entitlement (Edwards & 
Potter, 1992a). Through the identification of the category title -  researcher -  we are 
encouraged to make inferences about the characteristics of the individual and their 
authority, and therefore their entitlement, to make a particular claim. In this case, the 
term ‘researcher’ is a category that can imply impartiality, expertise, and specialist 
knowledge, and suggests no personal interest in discrediting food intolerance or those
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who believe they have it and, as such, is an effective warrant. Further, as the 
statement discrediting the validity of food intolerance is voiced as belonging to the 
researchers, the article is seen to be producing corroboration, from a credible and 
impartial source, for this particular standpoint on food intolerance.
The construction of doubt about the validity of food intolerance continues in the 
article with comments on the sudden proliferation of the condition.
33 Sometimes, after three rounds with their
34 laptop search engine, they are delighted
35 to be quite specific. T have a wheat
36 intolerance’ they chirp up brightly -  which,
37 I grant you, is possible, but does not
38 explain why no-one in your circle suffered
39 the condition ten years ago and now at
40 least half of them suddenly do.
Although the stability of a diagnostic category over time is a scientific medical 
principle, it has also become normalised into everyday popular consciousness and the 
suggestion of inconsistency through time, as given in this account as a sudden rise of 
food intolerance from nowhere in one’s social circle, is enough to cast doubt on food 
intolerance and continue the negative presentation.
The above passage also acknowledges that it is ‘possible ’ that a dinner guest has a 
food intolerance but immediately follows up with a question of plausibility. This has 
a pernicious effect on the construct of food intolerance and amplifies doubt. There is 
no active conjecture, explanation, or discussion of any mechanisms that may, or may 
not, be at work in food intolerance and without the presentation of facts or claims to 
dispute actively or rebuff, it is difficult to mount a contradiction to the article’s 
account. Instead, this rhetorical style of simultaneously admitting possibilities while 
questioning plausibility places the burden of proof on any counter argument, which is 
not presented in this case.
The seeding of doubt continues in the article with a regular use of inverted commas
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when referring to category labels. This can be seen in line 76 where it is used for the 
term ‘alcoholism’, for ‘addict’ in line 80, and for ‘victims o f ADHD’ in line 73. The 
inverted commas are used again around the titles that the article uses to represent food 
intolerance for example ‘problem ’ in line 43 and ‘issues ’ in line 89. The use of the 
inverted commas in this way works to highlight the constructed nature of these terms 
(Coyle, 2006) and this in turn, through the article’s implied associations, undermines 
the validity of food intolerance as a distinct medical condition or a legitimate claim of 
need.
The ascertainment of scientific consensus is perceived as a form of closure and acts to 
determine when ideas and theories become facts (Pinch & Wiebe, 1984). In 
discursive terms, generally referred to as ‘black boxing’ (Latour, 1987; 1999), this 
process of consensus depends on the manner in which any scientific knowledge is 
referred to. Each time an idea is referred to in an uncontentious and accepting style, 
the ‘black box’ of that idea becomes a little more closed, and a little more solid. 
Similarly, when the idea is referred to in a questioning manner, receives criticism, or 
contrary findings are produced, this will maintain the open state or even provoke a 
reopening of a closed box. Altogether, the doubting manner in which food intolerance 
has been referred to in this article, the use of inverted commas, the questioning, the 
association of it with other contentious ideas, work to keep the black box of food 
intolerance open. It acts to keep food intolerance as an idea that is disputed and a 
condition that is controversial.
4,5.3 Attacking the Character
Although Paper 1 presents a negative account of food intolerance, it is not the science 
of food intolerance that is directly tackled. The focus of the active attack is instead 
leveled at the individuals who believe they have food intolerance. It is a personal 
attack on them, deriding their character and social desirability, associating them with 
negative qualities and behaviours.
The article suggests a low social desirability of those identifying themselves as having 
food intolerance in terms of their poor manners and lack of etiquette relative to what is 
normally expected in a dinner guest.
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41 And goodness how they boast about it
42 -  they revel in the status conferred upon
43 them by their ‘problem’. By their sickness
44 are they made interesting.
45 So not only have they rudely recoiled
46 from the meal you spent all day preparing,
47 but they are going to ruin the rest of the
48 evening by talking about matters medical,
49 for all the world as if any of us really cares.
50 Our own illnesses are scary, our loved
51 ones’ illnesses are scarier still and every -
52 one else’s are boring. But this rapidly
53 rising population of food faddists lives in a
54 world where nothing carries quite the
55 gravitas of pathology and you, my healthy
56 friend, are going to spend hours listening
57 to all the wretched details.
58 Those who will begin an evening
59 dissing your cooking by claiming
60 allergy or intolerance (for the
61 record: the first may kill you, the
62 second won’t) are invariably also
63 those who will move swiftly on to a
64 discussion of their cholesterol level.
65 Over dinner!
The above section of the article attributes the food intolerant dinner guest as being 
boring, boastful, and faddy, and reports that their behaviour will ruin the evening. 
Food has a multiplicity of meanings far beyond the simple provision of nutrition 
(Locher, Yoels, Maurer & Van Ells, 2005). It is integral to our systems of 
communication, with a protocol of uses, and the choices that are made about food 
consumption in a shared eating environment are influenced by the social and cultural 
symbolism of the food (Anderson, 2005). Food is used to express relationships 
between people and refusing a meal that has been prepared by another can be
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tantamount to rejecting the person him or herself (Duruz, 2005; Fiddes, 1990; 
Fischler, 1988; Smith & Eatough, 2006). Such beliefs and behaviours are reflected in 
lines 5 8 -6 0  where the article portrays the act, in itself, of identifying oneself as food 
intolerant, or allergenic, as an insult to the hosts’ culinary talents, suggesting that food 
intolerance is not a health need but, instead, a choice and a social strategy. Similarly, 
lines 45 -  46 describe the behaviour of the food intolerant guest as having ‘rudely 
recoiled from the meal you spent all day preparing’ and this again highlights the 
social consequences where there is a difference between a host’s intentions and 
expectations and a guest’s perceived behaviours and reactions.
A marked discursive action of the above section is the building of a division between 
the reader and individuals with food intolerance, to make a category split between 
them and us. The article refers to ‘they ’ and ‘them ’ indicating otherness, designating 
them as outsider, while building a commonality and suggesting a shared belief system 
between the reader and the writer, referring to ‘us’. The reported effects of the 
behaviour of the food intolerant dinner guest are also made more personal to the 
reader with the regular use of ‘you ’ in the description, for example ‘begin an evening 
dissing your cooking’, and ‘...you, my healthy friend, are going to spend hours 
listening to all the wretched details ’. This style draws the reader into the version of 
events given in the article, making it feel more personal. It is a strategy that 
encourages the reader to share the experience of being the insulted host and is 
particularly powerful when the divisive terms are used in succession, as in lines 45 -  
49.
45 So not only have they rudely recoiled
46 from the meal you spent all day preparing,
47 but they are going to ruin the rest of the
48 evening by talking about matters medical,
49 for all the world as if any of us really cares.
The article also associates the choice to identify oneself as having food intolerance 
with having conditions that are, to the lay person, on socially disputed boundaries 
between psychosocial choices and psychiatric illness, such as gambling and 
alcoholism.
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66 Should your eyes sensibly glaze
67 over, they will insert their fascina-
68 tion with clinically termed dysfunc-
69 tion into pretty much any topic
70 that comes up. These are people
71 who never have badly behaved
72 brats; they have Ritalin-munching
73 ‘victims of ADHD’.
74 They have never met a sorry
75 drunk; they are all too familiar with
76 ‘alcoholism’. Their cousin who prac-
77 tically camps out at the bookies isn’t
78 a pathetic lout with the lamentable
79 absence of will power; he is, of
80 course, an ‘addict’; and they will
81 never, ever, be unhappy if there is the
82 more fashionable option of being
83 ‘clinically depressed’.
A notable discursive action of this section of the article is the building of social 
categories and the highlighting of the stereotypical features of the category to which 
the food intolerance sufferer belongs (Billig, 1996; Potter & Wetherall, 1987). The 
article states “these are people who...” (lines 7 0 -7 1 )  and promotes the notion of a 
homogeneous group of people, all of whom will exhibit and fit the characteristics and 
behaviours that the article has attributed to them. The action of the building of a 
categorization is notable here, not for the activity of delineating the boundaries of the 
category, but for the building of opportunities for category-based inferences. There 
are many negative judgments evident in this passage and these are not only directed at 
the character of the individuals with the exemplar condition, for instance ‘a sorry 
drunk’ or ‘pathetic lout’, but also at the character of the people who subscribe to the 
viewpoint of the condition having real needs or being an illness, rather than a 
behaviour or lifestyle choice. By constructing the category of the food intolerance 
sufferer that associates it with these other conditions, presented in the article as
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socially contentious and objectionable, the article infers an equally negative and 
derisory alternative description for the condition ‘food intolerance’.
This section also has a compelling rhetorical effect and much of this power comes 
from the extreme case formulations used in conjunction with the judgments. 
Although extreme case formulations are often brought into play to strengthen factual 
claims and defend arguments against refutation (Edwards, 2000; Edwards & Potter, 
1992a; Pomerantz, 1986), they are also used to normalise and pathologise people’s 
behaviour (Edwards, 1994, 1995; Hutchby, 1992; Lawrence, 1996). The repeated use 
of the term ‘never’ in this section, the extremity of which is further extended to ‘never 
ever’ in the final statement, boosts the article’s ability to pathologise the nature of 
individuals who state that they have food intolerance. In addition, this section of the 
article is also formulated as a list, which, as a discursive device, furthers the rhetorical 
effectiveness by promoting a belief in the completeness and representativeness of the 
description given (Edwards & Potter, 1992a). In this case, used with the building of a 
social category, it promotes an acceptance of the accuracy and typicality of the 
article’s given illustration of the stereotypical food intolerance sufferer.
The attack on the character of those individuals with food intolerance continues with 
building a contrasting account of the behaviour of other guests with different dietary 
needs, and suggests the acceptability of a host’s decision, whether active or passive, 
not to meet the dietary requests of the occasional dinner guest. The article states;
91 Like any host known to set a fair
92 spread, over the years I have tried
93 to accommodate particulars about
94 my friends’ eating habits that I
95 know to be important. All right,
96 once -  but I swear only once - 1
97 did use a chicken stock cube in a
98 vegetarian’s supper (it was raining
99 too hard to run to Tesco for the
100 veggie version, honest guv).
101 Anyway, she didn’t notice, so I
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102 crossed fingers behind my back
103 that what you don’t know can’t
104 hurt you.
105 And once -  this was even less
106 excusable -1  forgot that one of my
107 guests was Jewish and remem-
108 bered I’d used bacon in the pate
109 halfway through the starters. On
110 that occasion 1 confessed, to stop
111 him eating more.
112 But he was lovely about it. He
113 swore that the sin was knowingly
114 to eat pork and even said how
115 delicious it had been. Ah, those
116 were the days: manners.
The opening of the section is an appeal to the reader in the form of a normativity 
strategy. The statement “Like am host known to set a fair spread” (lines 91 -  92) 
establishes a commonality with other hosts in general and is produced in conjunction 
with the positive attributes of the good host, establishing, in a positive manner, the 
normativity of the writer’s actions. However, the statement functions, in this case, not 
only to set up the normativity of the writer’s good behaviour as a good host attempting 
to meet the particulars of guests’ eating habits, but also the normativity and 
acceptability of the occasions where the writer has failed to meet the guests’ dietary 
needs.
While the subsequent lines of the article, that relate two specific occasions where the 
needs of guests have not been met, initially appear to be an admission of guilt, the 
accounts are given in the form of excuses and justifications. The description of the 
incident where a meat stock cube was used in the meal of a vegetarian, is firstly 
formulated in the article as an excuse “ ...it was raining too hard to run to Tesco for 
the veggie version, honest guv ”, acknowledging that the action was bad but claiming 
that it was forced by an external agency (Potter & Wetherell, 1987). It is then backed 
up with a justification for the action “Anyway, she didn’t notice, so I  crossed fingers
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behind my back that what you don Y know can’t hurt you. ” acting as a denial of injury 
and so asserting that the action was in fact permissible.
The second example given, describing the event of feeding pork to a guest who was 
following a Kosher diet, is formed as an admission that is excusable because of the 
denial of intent. The confession in the article also allows the opportunity to form a 
contrast between guests with food intolerance and guests with other needs. Rather 
than “rudely recoiling” like the food intolerant guests are described as doing in line 
45, the Jewish guest, who is portrayed as having been wronged, is presented as being 
“lovely” and as having such manners as to specifically compliment the chefs skills 
despite the faux pas.
The construction of the contrast warrants the accusation of poor manners and social 
inadequacy of individuals with food intolerance, invoking the idea that such 
characteristics are specific to them and not universal to all guests with specific dietary 
requirements. While there is acknowledgement of the potential of others to act in 
socially undesirable ways, such as the host failing to provide a suitable meal, or other 
guests making culinary demands, this negative account of food intolerance constructs 
those acts of others as excusable and justifiable but portrays the acts of those with 
food intolerance as egocentric, malevolent and rude.
4,5,4 Demeaning the Consequences
The final construct in the building of this negative account of food intolerance was the 
presentation of it as a condition that is of trivial effect and of minimal health 
consequence. This was achieved through the strategies of comparing the effects of 
food intolerance to the effects of anaphylactic food reactions, and a likening of food 
intolerance to eating behaviours derived from matters of choice or belief, such as 
vegetarianism. These worked together to justify the article’s negative stance towards 
food intolerance and attempt at building a public health argument for the importance 
of exposing the delusional nature of food intolerance.
Although, in the section of the article given above (lines 91-116), the article initially 
presents a positive and accepting approach to making efforts to meet the dietary 
requirements of dinner guests, this support and willingness is given with a meritocracy
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clause -  that the guests’ needs must be considered by the host as “important” enough 
to merit the effort. The inference of this statement in the context of the article is that 
food intolerance is not important.
Indeed, throughout the article there are statements as to the nature of the dietary 
restrictions of food intolerance as a matter of choice and not need. Some of these are 
given in a direct manner, such as the reference in line 25 “Can’t eat, won Y eat, more 
like. ” In contrast, an insinuation is constructed in line 94 with the use of the term 
“eating habits. ” A term such as ‘habits’ suggests in some respects a routine action, 
carried out other than initially without, or without much, thought, invoking again 
connotations of custom and choice in the action of the guest, rather than a ‘need’. 
This again reduces the gravitas of food intolerance, from a medical need to a lifestyle 
choice.
The most compelling strategy used in the article that demeans the consequences of 
food intolerance is the direct comparison of food intolerance with food allergy, 
highlighting the seriousness of allergy and the severity of its symptoms and 
consequences. This commences early in the article.
58 Those who will begin an evening
59 dissing your cooking by claiming
60 allergy or intolerance (for the
61 record: the first may kill you, the
62 second won’t) are invariably also
63 those....
This is a stark contrast given in definite terms. We are informed of the possibility of 
death resulting from allergic reactions, the most extreme consequence of such food 
reactions, although there is also a gradient of other non -  fatal symptoms that can 
occur following the ingestion of an allergen (Ortolani & Pastorello, 2006). The 
coupling of this with the unambiguous statement that food intolerance will not lead to 
death work to effectively demean any consequences that may be claimed for food 
intolerance. There is little or nothing that can compare with death as a consequence of 
an action.
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The article goes on to expound on the demands and dangers of cooking for those with 
food allergy, again highlighting the issues of morbidity over manners in the 
comparison of food intolerance and food allergy.
117 For some guests, however, the
118 question of ingredients goes way
119 beyond courtesy or thoughtfulness:
120 it might be a matter of life or death.
121 1 have two friends who are
122 permanently armed with an
123 EpiPen, with which they can self-
124 administer adrenaline to prevent
125 the anaphylactic shock that could
126 kill them should they ingest even
127 the smallest amount of fish.
128 Now, as you can imagine, 1 take
129 cooking for them veiy seriously: 1
130 hardly want to be the one respon-
131 sible for a crisis or worse.
This section expounds the difficulties faced by individuals with food allergy, focusing 
in particular on those with severe food allergy. The description uses the battle 
metaphor “armed with an EpiPen” invoking the picture of the difficult struggle faced 
by those with an allergy, and an extreme case formulation in the description of the 
attentiveness required when preparing their food (lines 125 -  127), giving a strong 
discursive construction of the genuine and important needs of food allergy sufferers. 
Even though these lines do not give a further direct comparison between food 
intolerance and food allergy, they come after a fulsome construction of food 
intolerance as a matter of weak character and of imagination. The comparison is 
implicit and important in the formulation of the rationale given for the negative 
construction of food intolerance that the article has achieved.
The crux of the article’s message is that food intolerance is a condition that is of
159
dubious validity, little health consequence, and that it is of public health importance 
that this be exposed. Using emotive language such as ‘tragedy’ the article concludes 
with the moral justification;
177 Only by reserving our care and
178 concern for the very few cases that
179 deserve it shall we avoid a poten-
180 tial tragedy.
The overall construction of food intolerance presented in this article is that of a 
personal lifestyle choice that is antisocial and the pursuit of which has public health 
ramifications. The manner of reference to food intolerance in this article acts to 
question and cast doubt on authenticity of food intolerance and therefore acts to keep 
the black box (Latour, 1987) of food intolerance open. The construction of food 
intolerance in this article is a negative construction. It makes the choice to identify 
oneself as food intolerant difficult, presenting social and moral objections and barriers 
to claiming the condition.
4.5.5 Paper Two, The Building o f  the Positive Account o f  Food 
Intolerance
Paper 2 was a celebrity interview with a British actress and the general discursive 
effect was that of a supportive account of the validity of food intolerance. The 
positive account of food intolerance was constructed through authenticating the 
symptom experience and its physical basis, by a positive fi'aming of the counter 
arguments that surround food intolerance, and by a powerful marketing of the food 
intolerance ‘cure’. This selling was embedded both in the validation of food 
intolerance as an effective means of eradicating symptoms, and in the substantiation 
of the IgG home testing process as a means to correctly identifying food intolerances.
4.5.6 Authenticating the Symptom Experience
Paper 2 has, as its basis, the personal journey of a celebrity actress, and presents as a 
report of her experiences and the route she took to identifying her food intolerances. 
The article opens with the recollection of an episode of symptoms that lead up to the
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actress’s self -  diagnosis of dairy intolerance.
1 Waiting to appear on
2 a live TV chat show,
3 actress Fay Ripley sud-
4 denly realized she was in
5 serious trouble. ‘Without
6 warning, I felt as if I was going to
7 faint,’ says Fay, star of hit dramas
8 including The Return of Reggie
9 Perrin and Cold Feet.
10 ‘My heart was racing and my hands were
11 shaking. I started to sweat and then I was
12 hit by a wave of nausea.
13 ‘I knew it couldn’t be a panic attack as
14 mentally 1 felt fine, so I desperately tried to
15 think if I had eaten something dodgy, but
16 all I’d had was a cappuccino.
This first section of the article is a detailed account of the specific symptom episode, 
describing in depth not only the symptoms experienced but also the thoughts the 
actress had at the time, clear recollections of when and where the episode occurred, 
and memories of the foods she had and had not eaten just before the onset of her 
symptoms. This type of vivid description is a warranting device that suggests a 
perceptual re-experience of the event recounted (Edwards & Potter, 1992a). It is the 
attention to detail and many contextual features that help present the account, and the 
positions asserted within the account, as truthful and accurate (Wooffitt, 1992).
An important aspect of the recollections given in this passage is the actress’s 
considerations of the origin of her symptoms (lines 12 -  15). The passage
acknowledges the potential for interpreting the experience as emotionally based. As 
she was about to appear live on TV this experience could have represented a nervous 
episode. However, the acknowledgement comes in the form of a simultaneous denial 
of any such suggestion 7 knew it couldn’t be a panic attack’. With this, there is also
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an offering of a readily accessible alternative to explain the episode in the form of 
eating ^something dodgy ’ which, although it is not in the end the cause of the 
symptoms, does seed the idea of ‘food’ as a cause of symptoms. Stating that 
‘mentally I  felt fine’ the actress’s account continues to position the experience as 
purely physical and, having warranted the accuracy of the account in general, through 
the vivid description, the actress’s assessment of the experience is convincing and 
appears credible.
The article closes the account of this particular episode of symptoms by reporting that 
the actress continued with her work, giving live TV performances, despite the 
problems of her symptoms.
17 Looking in the mirror, I remember saying
18 to myself: “I just don’t know how 1 am
19 going to do this”. But, somehow, 1 man-
20 aged to get through two shows back-to-
21 back, although I’m still not sure how.
The repeated use of the sequential contrasting discourse markers ‘but’ and ‘although’ 
between the sentences in this section work to highlight the conflicting inferences of 
the statements, enabling each statement to hold true while stressing their disparity and, 
in this case, exemplifying the difficulty and struggle created by the experience (Fraser, 
1998). The emphasis on the double workload ‘two shows back-to-hack’, being 
sandwiched between the recollections of the concerns and the actress’s wonder at her 
own ability to carry on, is important. Through this, the reader is persuaded not only of 
the authenticity of the symptoms and their consequences, which may otherwise have 
been disputed due to the actress’s ability to continue work as normal, but the reader is 
also persuaded of the fortitude of the actress, in not giving in to them.
As the article continues, other specific episodes of symptoms are recounted and, with 
each account of the difficulties that the symptoms brought, there is a posturing of the 
fortitude of the actress, managing to cope and continue with her work and parenting 
responsibilities despite the symptoms and feeling unwell.
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40 Not long after her TV experience, Fay
41 went on a family cruise. ‘For most of the
42 holiday 1 was quite ill,’ says Fay, who lives in
43 London with her husband, actor Daniel
44 Lapaine and children Sonny, three, and
45 Parker, seven.
46 ‘It was all the usual symptom but worse:
47 1 was light-headed and dizzy, had stomach
48 pains and an upset stomach. With young
49 children 1 had to get on with it but I spent
50 most of the holiday feeling like some old
51 maiden aunt moaning away and resolved
52 that when I returned I was going to have [to]
53 deal with this problem for good.
This recurring presentation of both the resolve of the actress and the veracity of the 
symptoms, which are effectively warranted here through their presentation in a three -  
part list (lines 47 -  48) (Jefferson, 1990), acts to persuade the reader that the 
symptoms are truly beyond the normal run of the mill aches and pains. The 
symptoms portrayed in this article are the common somatic complaints experienced 
across the general population, generally dealt with without medical intervention 
(Sutton et al., 2005; Verbrugge & Asione, 1987), and the potential normality of the 
experience is acknowledged in the article.
31 When I had stomach pains 1 thought it
32 was a bug 1 picked up from the children. If I
33 had a headache, well, 1 had been working
34 too hard and what working mum doesn’t
35 have the odd headache, anyway?
In combination with the posturing of the fortitude of the actress, this 
acknowledgement of the potential normality of the symptoms in fact works to 
accentuate the validity of the claims of their seriousness and again helps the 
interpretation presented appear credible and legitimate (Edwards & Potter, 1992a).
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An additional assertion in the account of the actress’s reaction to the symptoms, as 
presented in the sections above, is the rejection of the sick role. With each episode of 
symptoms recounted we are reminded that the actress continued with performances 
and got on with her parenting responsibilities. This further reinforces the legitimacy 
of the condition with a form of stake inoculation -  the attempt to deny or downplay 
any suggestion of vested interests or motives (Potter, 1996). As the actress is neither 
asking for, nor taking up, exemption from her work or parenting duties, she is not 
obviously gaining anything from the claim of being unwell. By presenting herself as 
having nothing specifically to gain from presenting the events as serious, the account 
remains convincing and appears sincere.
Thus, throughout this first section of the article, the discursive devices are persuading 
us not only of the authenticity of the account itself, but also the authenticity of the 
symptoms experienced and, through this, establishing the legitimacy for the later 
claims of food intolerance as the cause of this experience.
4.5.7 Framing the Critics
The positive account of food intolerance was further supported by the article’s 
acknowledgement of the counter arguments surrounding immunoglobulin G (IgG) 
testing and by the framing of its explanation of the differences between food 
intolerance and food allergy. In explaining the particular home testing kit and the 
theories surrounding IgG production, its role in food intolerance and food intolerance 
testing, the article stated;
107 It’s a controversial area -  many
108 doctors and health care profess-
109 sionals question whether testing
110 IgG levels can be used to diagnose
111 a food intolerance.
112 Indeed, in July 2007 a House of
113 Lords report on information and
114 treatment of allergy and food
115 intolerances noted: ‘We are con-
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116 cerned that the IgG food antibody
117 test is being used to diagnose food
118 intolerance in the absence of
119 stringent scientific evidence.’
120 But Fay, while initially sceptical
121 herself, was keen to explore every
122 avenue. ‘My friend had spoken
123 highly of this new kit. I’d also spent
124 time reading about it and could
125 see that there was solid research
126 behind it,’ she says.
Known as concession authenticity, this segment explicitly acknowledges the current 
counter-arguments that exist about food intolerance testing, identifying the official 
position of the House of Lords and quoting directly from their report. The article 
openly acknowledges that IgG testing is a ‘controversial area ’ and admits the doubt 
amongst health professionals about the validity of IgG testing. This open concession 
to the critics’ opinion presents the article, and, as the article is voiced as coming from 
her, the actress, as balanced, informed and thoughtful (Mueller & Whittle, 2011).
In reference to food allergy, the article identifies the serious nature of the condition, 
acknowledging the symptoms as ‘far more severe’ and ‘life threatening’, and admits 
“an intolerance is very different from an allergy... ” (lines 172 -  173). The account 
of food intolerance concedes the less serious nature of the condition and this, rather 
than diminishing the experience of the symptoms, validates the claims of the 
difficulties that they did bring.
As well as reinforcing the impression of objectivity, concession authenticity provides 
a means of presenting the belief both in food intolerance and in the food intolerance 
testing kit, as authentic and rising from personal conviction, rather than following the 
dictate of others or simply following a current fashion. However, although the 
presentation of the personal conviction in the section given above is clear, against the 
weight of the counter-argument, the belief does not come across as that of a maverick. 
Instead, the strategy of consensus is brought in to play, and we are informed that the
165
test came highly recommended by a friend. Further, the article states that, having 
investigated the issue, the actress has found solid evidence supporting the testing kit, 
and this claim not only continues the consensus but again supports the notion of the 
informed and balanced position of the article. It is notable though, that the detail of 
exactly what this ‘solid evidence’ is appears to be lacking, and by avoiding the 
specifics of what the supportive evidence is the article enables inferences to be drawn 
but prevents the building of leverage for an opposing account or rebuttal (Edwards & 
Potter, 1992b).
The article acknowledges other possible criticisms and counter arguments against the 
version of food intolerance positioned in this account. Potential issues of test 
specificity are raised, along with the notion of misdiagnosis, as the article recounts the 
actress’s decision to test her husband due to her concerns about the validity of her own 
results.
192 No one knows just how many
193 people have a food intolerance,
194 indeed some may think they have
195 an intolerance but don’t.
196 To further check the reliability of
197 her results Fay asked her husband
198 Daniel to take the test.
199 T did wonder if it was the sort of
200 test where everyone ends up being
201 intolerant to something,’ she
202 admits. ‘But Daniel was clear.
203 Admittedly, there was a twinge of
204 [jealousy] that he can eat what he
205 wants and I can’t!’
As well as appearing informed and thoughtful, acknowledging the potential counter 
arguments allows the article to frame such opinions in a manner that suits the intended 
account of food intolerance, presenting an opportunity to give a version that 
advantages the article’s position (Mueller & Whittle, 2011). In the earlier section
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given above (lines 107 -  126), the article’s presentation of the account frames the 
counter position as one of scepticism, rather than one of outright rejection, and states a 
lack of ‘stringent scientific evidence \ This suggests, not that there is evidence against 
IgG testing, simply that the available evidence base is at an early stage, and further 
support is required to meet the strict standards of the House of Lords.
The acknowledgement of the counter-arguments in this section of the article is given 
in just enough detail to be effective in achieving the concession authenticity. 
However, the discussion of the given scepticism of the establishment concludes with 
the presentation of the actress’s own personal background research into the subject 
finding enough support in favour of the IgG testing, in her mind, to negate the 
concerns voiced by the House of Lords and other health professionals. Similarly, in 
the subsequent section where the concerns of test specificity are raised, the outcome 
of the personal experiment conducted concludes with the test identifying no food 
intolerances for the actress’s husband, and so puts this potential criticism to rest.
Thus, the account of food intolerance, and food intolerance testing, presented in this 
article appears balanced and the version presented is effectively warranted as rising 
from an informed and thoughtful position. As such, the summation of the evidence 
for and against the IgG testing is weighted towards support of IgG food intolerance 
testing. It appears convincing and supports the stance in favour of food intolerance as 
a credible diagnosis.
4.5.8 Selling the Cure
The final construct of food intolerance, portrayed in this positive account, was that of 
food intolerance as a solution. This was achieved using rhetorical strategies that 
validated the diagnosis and emphasised the logic of the theories underpinning the 
articles stance. The article, by utilising extreme case formulations, protected the 
preceding logic of the account and essentially sold the concept that removing the 
trigger foods from the diet will effect a cure.
The initiation of the original diagnosis in the account, that of wheat intolerance, is 
credited to a specialist medical consultant and the process of reaching the diagnosis, 
once finally with the consultant, is portrayed as simple and obvious.
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65 Finally, I bullied my GP
66 into referring me to a con-
67 sultant gastroenterologist
68 who listened to my history,
69 took one look at my pale face and
70 dull eyes and worked out what was
71 wrong without even examining me.
72 I have a wheat intolerance.
The traditional medical qualification, and the seniority of the consultant position held, 
given in this section lends credibility to the account through the warranting of 
category entitlement. Physicians have long been the gatekeepers to the legitimisation 
of a diagnosis, and in this account, by identifying the individual making the diagnosis 
as a ‘consultant’, the gravitas and authority customarily held by medical consultants 
becomes associated with both the condition of food intolerance in general and its 
diagnosis in this case.
The specification of the specialty in gastroenterology acts as an additional signal of an 
expertise in the field and furthers the category entitlement. By this, the account of the 
diagnosis being made even without an examination, rather than appearing lax or hasty, 
appears to suggest that it is due to a familiarity with the condition. It implies that, for 
those with such high-level specialist knowledge, the diagnosis of food intolerance is 
clear, standard, and obvious.
It is important to note that, although the article’s account of food intolerance uses the 
inferred status and prestige of orthodox medicine for the rhetorical advantage of 
category entitlement, there is a careful balancing of the prestige offered, by 
highlighting the failures of orthodox medicine in terms of the inability of primary care 
physicians to accurately diagnose food intolerance. In the section above, the article 
refers to the need to bully the GP into making a referral to the consultant and in other 
sections it complains about inconclusive tests, excuses and misdiagnoses. For 
example;
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92 My symptoms were so vague and
93 would come and go. I felt that if I
94 went back to the GP I would go
95 through exactly the same process
96 as before of inconclusive blood
97 tests, stomach examinations and
98 vague mentions of viruses or IBS.
While the article, at one level, presents as an account of an individual’s experience of 
food intolerance, in the form of a celebrity lifestyle interview, and builds a positive 
account of food intolerance as a diagnosis, underneath this the article is effectively
selling the home testing kit. In order to do so, the traditional frontline diagnostic
services of the GP, the alternative to the testing kit, needs to be undermined, so as to 
promote this alternative route. The rhetorical style of the above section of the article 
acts to justify not seeking professional medical help for the symptoms experienced 
and indeed the article continues directly to present an alternative route to diagnosis -  
the IgG home testing kit.
The positive account of food intolerance is supported by a description of the 
mechanism and etiology of food intolerance that is commonsensical and coherent. 
The article recounts;
73 He told me to stop eating wheat
74 as it is hard for us to digest even
75 when we are well. When we are
76 unwell, such as after food poison-
77 ing, it is too difficult for the stom
78 ach to cope with and it doesn’t
79 pass through the body efficiently.
80 It hangs around producing
81 bloating, pain and cramps, which
82 leads to the exhaustion. I took his
83 advice and stopped eating wheat.
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This section, although the actress’s account of the events, is again credited to the 
consultant and is presented in the form of a syllogism. It uses the rhetoric of 
argument, negating effects of personal interest, and comes across with a reassuring 
sense of rationality (Edwards & Potter, 1992a). It produces a logical step-by-step 
explanation of the mechanism which also ties in with the actress’s own medical 
history, presented earlier in the article, thus supporting the credibility of the account as 
a whole.
The logic of the diagnosis continues to be presented as the second diagnosis, of dairy 
intolerance, is discussed.
153 But deep down the test result
154 made a lot of sense to her.
155 I was always ill on holiday,
156 especially abroad. I used to blame
157 it on the water, or on a dodgy meal,
158 but the truth was that I’d love
159 nothing better than sitting in a
160 café drinking cappuccinos and
161 treating myself to a nice big gelato.
162 The attack in the studio
163 came after I drank a very large
164 cappuccino on an empty stomach.
165 It all added up.
Again, the article is leading us step-by-step through the recollections of the actress 
with the narrative sequence giving an account of dairy foods being consumed prior to 
all the symptom episodes. It is recounted in a manner such that dairy intolerance is 
the only conclusion the reader can plausibly reach in the given scenario. The article 
cements the certainty of the conclusion it seeded in the reader, suggesting that ‘It all 
added up ’ which is exactly how it is intended to seem.
Having set up the understanding and rationality of the principles underpinning food 
intolerance as a condition (lines 73 -  83, and 153 -  205), the article proceeds to
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describe the benefit of removing specific offending trigger foods from the diet in such
a manner that permits the claim of a cure. In the account of her diagnosis of wheat
intolerance the actress states;
84 Overnight my symptoms disap-
85 peared and I felt 100 per cent
86 better. It was like a miracle.
Similarly, describing the removal of dairy produce from the diet some years later, the 
article comments;
206 As it had done with wheat, once
207 Fay cut out dairy all her symptoms
208 disappeared.
Both these sections of the account of the experience of food intolerance use extreme 
case formulations. We are presented with the expressions of ‘overnight’, ‘100 per 
cent ’, ‘all her symptoms ’ and ‘disappeared’. Unlike the use of this discursive strategy 
in the negative account of food intolerance, where it pathologised the character of 
food intolerance sufferers, the extreme case formulations in these instances defend the 
claims against refutation (Pomerantz 1986, Edwards & Potter, 1992a).
The implication of the sections given above suggests more than a simple improving or 
easing of the symptoms, which could be misappropriated to argue a confusion in the 
claims of cause and effect. The account instead claims that a complete removal of the 
trigger foods leads to the subsequent complete cessation of the symptom experiences, 
leaving no room for confusion or hint of doubt in the association.
Overall, the support for food intolerance given in this account is embedded in the 
validation of food intolerance not only as an illness concept and biophysical condition, 
but also as an effective means of eradicating symptoms. It is a positive construction, 
the authenticity of which is built not only through a carefully framed concession to the 
critics’ apprehension, but also through the authentication of the individual’s presented 
desire to be well, and not ill. Support for food intolerance was further substantiated
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through the endorsement of the IgG home testing process, arising from the objective 
evidence and support such a laboratory test can appear to bring.
4.6 Discussion
This study has examined the fine detail of how the positive and negative accounts of 
food intolerance were constructed, using two examples from the British print media. 
The positive account of food intolerance was found to be constructed through 
authenticating the individual’s illness experience, framing the critics’ point of view, 
and expounding the effectiveness and benefits achieved through the food avoidance 
management. In contrast, the negative account of food intolerance cast doubt on the 
validity of food intolerance without outrightly denying it, focused criticisms and 
attacks on the character of the individuals who claim to have it, rather than on the 
condition itself, and diminished the consequences of it as a medical condition through 
a range of comparisons with other illnesses and conditions.
The biomedical model of illness, where status and rights are legitimately achieved 
through physical illness, was prominent in both the positive and negative accounts of 
food intolerance. While the negative account suggested an absence of physical 
mediation in food intolerance with, instead, the presence of psychological 
mechanisms given for its occurrence, the positive account attempted to build a 
credible argument for the physical basis for the illness experience, overtly rejecting 
any psychological mechanism at work in the experience of food intolerance. Such 
arguments, and the dominance of this biomedical model of health and illness, occur 
regularly in the media portrayal of health and emergent health conditions, generated 
both by audience expectation and journalistic tendency (Avraham, 2002; Hodgetts, 
Chamberlain, Scammell, Karapu & Waimarie Nikora, 2008; MacLean & Wessely, 
1994). It is an approach that has also been found to be commonplace in lay and 
medical accounts of contested conditions, such as myalgic encephalomyelitis, where 
the descriptions employed have been noted to emphasize and assert the physical status 
of the illness, with the aim of gaining greater legitimacy and social acceptance for the 
condition (Banks & Prior, 2001; Horton-Salway, 2004; 2007). However, the presence 
of this type of modeling in both accounts not only reflects what is a commonplace 
phenomenon in society’s understanding and experience of health and illness, but also
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helps perpetuate it, with no other framing or line of argument evident for establishing 
the legitimacy of the condition or illness experience (Malone, Boyd & Bero, 2000). 
Thus, the experience of food intolerance as a diagnosis, lay or otherwise, may finally 
become centered on the clarification and verification of a physical mechanism as the 
root cause of the condition.
The portrayal of the symptom experiences and the use of food intolerance as an 
explanation for them, seen in both the positive and negative accounts, were also 
analogous with the general experience of medically unexplained symptoms and 
explanations historically given for them in general practice. For example, the positive 
account of food intolerance illustrated the experience of seeking help for symptoms 
that the GP could not then explain on clinical examination, a very common experience 
in the primary care setting (De Waal et al., 2004; Fink et al., 2005; Steinbrecher et al., 
2011; Toft et al, 2005) and recounted the psychological and practical difficulties this 
wrought. The negative account, in comparison, portrayed food intolerance as a means 
for gaining attention, in keeping with the theories of somatisation and pseudo-disease 
(Ford, 1997) and as the overt médicalisation of otherwise ordinary experiences, 
similar to the theory of hypochondriasis (Barsky et al., 1993). Each of these 
portrayals highlights an enduring assumption that the lack of objective clinical or 
biological evidence in support of an individual’s claims of symptom experience, 
denotes a psychological mediation in the symptom manifestation (Ford, 1997; Shorter, 
1994). Further, although the positive account of food intolerance initially argued for 
the validity of the symptom experience despite the GP’s absence of objective 
verification, it too in the end resorted to this traditional model, selling an alternative 
route to objective proof in the form of an IgG test kit, thus continuing the dominance 
and dependence on objective verification in the legitimisation of an individual’s claim 
of illness experience.
The most noteworthy aspect of the media depiction of food intolerance found in this 
study, however, in relation to the experience of it, was the building in the negative 
article of a derisive account of the personality and character of the ‘typical’ individual 
who believed they had it. Illness stereotypes, defined as a set of beliefs about 
individuals who have a certain condition, have been seen to be influential in the 
appraisal and experience of illnesses and such characterisation as found in this study
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will certainly influence the experience of food intolerance. Croyle and Williams 
(1991) for example, in a study that manipulated the perception of the personality traits 
associated with the condition of hypertension, found that while the association of the 
condition with positive personality traits correlated with a view of the condition as 
less serious and a perception of it as less threatening. However, when the condition 
was associated with negative personality traits, the study participants were seen to 
report symptoms selectively in an attempt to distance themselves from, and discredit, 
the disparaging diagnosis. As individuals are motivated to maintain a positive self- 
image, the association in the media representation of food intolerance with negative 
characteristics in a stereotyping manner is liable to make food intolerance less 
favourable as an diagnosis and explanation for symptom experiences.
4.7 Limitations
This study has undertaken a discourse analysis of two published articles that focused 
on the topic of ‘food intolerance’. While the texts were chosen, following an in-depth 
and comprehensive study of a decade of newspapers articles covering the topic of 
food intolerance, because they were powerful and fulsome examples of the discursive 
effects seen across the whole sample, they are only two articles and other discourses 
may well be present and evident in other articles published in the media. Further, in 
keeping with the methodology used in this study, other accounts of the media 
discourses examined in this study may be possible (Parker & Burman, 1993). 
However, the quality and validity of the analysis given in this study is based in its 
transparency and on the plausibility of the findings given as an interpretive account of 
the data studied. It is further warranted by the attention given to the detail of the texts 
examined (Gill, 1996).
4.8 Towards an understanding of the experience and 
interpretation of food intolerance
The first two studies of this thesis examined the experience of food intolerance firstly 
from the perspective of the individuals who believe they have it, and then through an 
examination of the information available in the media in terms of the statements 
relevant to the formation of the five dimensions of cognitive illness representations.
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This third study, examined in detail the ways in which both the positive and negative 
accounts of food intolerance were built, using two examples from the British print 
media, and investigated the strategies that were employed to strengthen these contrary 
reports.
The overall impression of the experience and interpretation of food intolerance gained 
from the findings of these studies together, is one of a condition that is an effective 
and personally achievable method of obtaining relief from a vast array of common 
symptom experiences, rather than an illness per se or route to accessing the sick role. 
There appears to be an important element of empowerment in the experience of food 
intolerance, with the identification of it being within the grasp of the layperson, 
without the need for official verification to access treatment or achieve effective 
management of the condition. However, the biomedical model of health and illness 
remains a constant theme in verifying food intolerance, and the lack of objective 
substantiation or scientific consensus about the condition continues to influence the 
experience of it despite the element of empowerment. Furthermore, the fundamental 
social role that food plays in everyday life means that, although medical verification is 
not required to access food intolerance management, social acceptance of it as a valid 
diagnosis is important in the maintenance of the associated food avoidance behaviour. 
The media representation of the condition would suggest that such social acceptance 
cannot be taken for granted.
While this thesis has begun to elucidate the experience of food intolerance, from the 
lay perspective and media representations of it, the scientific and medical literature on 
the subject has focused almost entirely on the definition, mediation and prevalence of 
the condition, with widely varying findings due, to a large extent, to the lack of a 
cohesive interpretation of the term. General practitioners are the front line of health 
care in the UK and play a fundamental role as the interface between the scientific and 
lay worlds. It is they who need to negotiate when the lay and scientific worlds are at 
odds and therefore understanding the GPs’ conceptualization of food intolerance 
would further the understanding of food intolerance.
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Chapter 5
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5 Study 4: An exploration of food intolerance in the
primary care setting: The general practitioner’s experience
5.1 Summary
This final chapter explores the notion of food intolerance from a different perspective^ 
that of the General Practitioner, using in depth qualitative interviews. It commences 
with a discussion of the current understanding of the interplay between clinicians and 
patients in the verification of lay diagnoses and substantiation of lay health 
information. The chapter then continues with a summary of the interpretive 
phenomenonological analysis methodology and research process. The super-ordinate 
themes identified through the analysis are presented in three main sections — ‘a 
spectrum of clinical importance’, ‘perceptions of a proxy’ and ‘mutually acceptable 
ground’. The chapter concludes with a discussion of the research results in relation to 
the existing literature concerning clinicians perspectives on other emergent and 
contentious diagnoses.
5.2 Introduction
None of the participants in the initial study of this thesis (Chapter 2), examining the 
experience of the individuals who believe they have food intolerance, reported 
approaching their general practitioners with regard to their food intolerance diagnosis, 
and the discourse analysis study (Chapter 4) similarly indicated the lack of a role for 
general practitioners in the diagnosis and management of food intolerance. However, 
the content analysis study (Chapter 3) identified that General practitioners were the 
second most frequently sited source of appropriate and valid diagnosis of food 
intolerance, given in the British print media over the decade studied. Similarly, 
research commissioned by Aviva Healthcare and undertaken by the independent 
research body Dr Fosters (2006), identified general practitioners as reporting an 
increase in the occurrence of consultations for food intolerance over the preceding 
year.
As the research findings in regard to the role of general practitioners in the diagnosis.
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management and experience of food intolerance is conflicting, and the general role 
and importance of general practitioners in the identification and validation of illness 
and as a source of specific health information is well established, it was decided that, 
to complete this study of the experience and interpretation of food intolerance, the 
perspective of the general practitioner should be examined.
General practitioners (GPs) are one of the major frontline health services interfacing 
between formal medicine and the lay population, acting as gatekeepers to formal 
health services and the legitimisation of illness diagnoses. Along with pharmacists 
and nurses, GPs are the most commonly cited source of information about illness, 
rather than health, used by the general population (Dolan et al., 2004; Redmond et al., 
2010). However, as well as providing information offering explanation and diagnosis 
of symptom and illness episodes, GPs, along with the other health professionals, are 
also commonly used by the lay population to check, interpret and verify self diagnoses 
and information, pertaining to the individuals’ health concerns, that they have already 
obtained from other sources.
For example, in a study examining patients’ preparations for their consultations with 
their GPs, Budtz and Witt (2002) found that more than 80% of the study participants 
had sought information about the symptoms or illness they were experiencing from 
varying sources including friends and family, the print media, television and the 
Internet in preparation for their consultation that day. Similarly, in the area of the 
long-term management of chronic conditions, research on diabetes management found 
that patients took information gathered from other sources to their health care 
professionals for both validation and interpretation (Longo et al., 2010).
However, while it has been suggested that such information seeking and sharing is 
viewed by patients as supportive of the therapeutic relationship between patient and 
doctor, helping the patient take control over the illness and share the responsibility for 
maintaining their health (Stevenson, Kerr, Murray & Nazareth, 2007), it is not always 
received in a positive manner by clinicians (Broom, 2005). Information from lay 
sources does not necessarily have the same standard of evidence base as is expected in 
the formal sector and the level of accuracy, breadth of topic coverage, and case- 
specific relevance of such information is variable (Krones et al., 2004; Murphy &
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Joyce, 2001; Nelkin, 1996; Rose, Bruce, & Maffulli, 2001). Studies have suggested 
that misleading and misinterpreted information from such sources has been seen to 
lead to the adoption of detrimental health behaviours and requests to primary care 
physicians for inappropriate tests and interventions (Kelly, 2002; McClung, Murray & 
Heitlinger, 1998). Moreover, patients’ information seeking activities, self diagnosis 
and proactive treatment planning have also been seen, at times, to be interpreted as a 
challenge to clinicians’ authority, thus in fact impacting negatively on the therapeutic 
relationship, and reportedly being met with hostility (Murray et al., 2003; Stevenson et 
al., 2007).
The self-diagnosis of some specific emergent conditions has been seen to be 
particularly problematic when brought to the primary care physician for conformation. 
For example, Scott, Deary and Pelosi (1995) found that GPs viewed patient cases 
where there was a self-diagnosis of myalgic encephalomyelitis in a negative manner. 
Such consultations were perceived to be especially time consuming and liable to pose 
management difficulties, and the GPs held beliefs that such patients would be unlikely 
to comply with prescribed treatment and advice. These findings were similarly 
supported by the research conducted by Prins, Bleijenberg, Klein Rouweler, Van 
Weel & Van der Meer (2000) who further found that GPs reported feeling less 
empathetic towards such self-diagnosed patients.
Reports of the prevalence of adverse reactions to food have identified that a 
significant proportion of the general population perceive themselves to have ‘food 
intolerance’ (Jansen et al, 1994; Young et al, 1994; Zuberbier et al, 2004). However, 
what ‘food intolerance’ actually is from a clinical perspective remains unclear, with 
interpretations of the term varying between different medical specialties.
5.3 Aims
The aim of this final study, given GPs’ important role interfacing between the lay and 
scientific worlds, is to examine how they conceptualise food intolerance, in the light 
of its ambiguous nature as an illness identity.
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5.4 Methodology
This study has used a qualitative in-depth design and employed an interpretive 
phenomenological approach. This methodology, described more fully in chapter two, 
emphasizes ‘sense making’ (Smith & Osborn, 2003) which was considered to be 
particularly pertinent in this study given the uncertain nature of food intolerance. It 
allows the exploration of individuals’ versions of ‘reality’ and the meaning it holds for 
them (Smith & Eatough, 2006).
5.4.1 Recruitment
A strategic selection of GPs was used with the aim of providing a range of views and 
experiences from GPs currently in practice across Great Britain. Two separate 
strategies were employed in order to recruit participants for the interview. This thesis 
was undertaken while also working on an wider program of research conducted at 
Surrey University, including an intervention study providing support and dietary 
advice for individuals who believed they had food intolerance, and letters of invitation 
were sent to all the GPs in the practices who were hosting the intervention branch of 
that wider program of research. Four of the participants were recruited in this manner, 
all of them based in London. Eighteen GPs, approached in this way, declined 
participation. The second strategy used to recruit participants was snowballing. Four 
different initial contacts (not the primaiy participants) were used to gain an 
introduction to other GPs and practices. This enabled the recruitment from specific 
UK locations, e.g., Scotland and Northern Ireland. These potential participants were 
contacted by phone and e-mail and 15 of the 20 GPs approached agree to an 
interview. Two of the GPs who initially agreed to be interviewed were subsequently 
unable actually to participate due to other commitments.
5.4.2 Participants
Seventeen GPs, 2 women and 15 men, were interviewed between May and July 2006. 
All interviewees were currently working as GPs with direct patient contact, one as a 
locum, one as a private GP and the remaining 15 based within NHS general practices. 
They qualified between 1973 and 2000 and all undertook their medical training in the 
UK. As well as being GPs, eight participants held substantive or honorary roles in 
academia (Research Fellow; Senior Lecturer; Course Leader; Head of Department),
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one held a position in a Primary Care Trust, and one GP was also a school medical 
officer. Six GPs described themselves as generalists, while the remaining participants 
variously expressed specialist interests in osteoporosis, MS, sexual health, drug use, 
respiratory disease, dermatology, occupational health, muscular skeletal disorders, and 
Caribbean health. No participants expressed any specialist knowledge or interest in 
nutrition, diet, or eating behaviour. The practices’ sizes ranged from 2600 to 15,000 
patients and the number of GPs working in the practices from 2 to 15.
The high number of participants in this study who were also involved in academia was 
coincidental, resulting perhaps from the snowballing commencing in urban areas that 
were also university towns. As this was an exploratory study in keeping with the 
principles of interpretive phenomenological approach, the results are not intended to 
be extrapolated as representative of the experience of all British GPs, nor was the 
participant selection expected to be representative of the population of British GPs 
(Smith & Osbom, 2003). This coincidental weighting towards academia was not 
considered problematic and, further, no specific differences were seen in the analysis 
of the academic GPs’ transcripts.
5,4,3 Procedure
Semi-structured interviews were conducted by telephone and were tape-recorded. The 
same interviewer -  the author of this thesis -  conducted all the interviews which 
lasted between 16 and 49 minutes. The recordings were transcribed verbatim.
The participants were asked the following questions:
What do you understand by ‘food intolerance’?
Have you seen patients experiencing it?
What did you do?/ How do you manage patients that believe they have a food 
intolerance? What do you think the patients want from you?
Who gets food intolerance?
Why do the patients have food intolerance?
How do you feel about managing patients who believe they have a food intolerance?
Because of its semi-structured nature the interview schedule was used only as a guide, 
the interviewer free to follow any novel or pertinent line of discussion that the
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participants raised during the course of the interview (Smith & Eatough, 2006; Smith 
& Osbom, 2003). The schedule was developed following the review of the literature 
on food intolerance and in the light of the debate surrounding disputed diagnoses in 
general. The interview schedule was piloted and then refined after which it remained 
unchanged.
5.4.4 Data Analysis
The recordings were listened to and the transcripts were read and re-read so that a 
holistic familiarity with the data was achieved. Emerging themes were organised into 
clusters and checked against the data to ensure the allocation of views to themes were 
grounded in the participants’ own narratives. The themes were refined accordingly 
and examined for connections (Smith & Osbom, 2003).
5.4.5 Quality y Rigor and Trustworthiness
Again, in keeping with the methodology of, and as discussed in, the first study of this 
thesis, the quality, rigor and tmstworthiness of this research study have been ensured 
and maximised by adhering to the principles established by Silverman (2006). These 
are, to be specific, analytic induction, constant comparison and comprehensive data 
treatment. This study achieved these by examining in detail all the different parts of 
the data, and by identifying and elucidating deviant cases in the study. The 
interpretations of individual texts were examined in relation to other cases within the 
study and to further promote the quality, rigor and tmstworthiness of the research 
study, segments of the original text have been provided in the results section, as 
evidence of the basis of the interpretations and findings asserted in this study.
5.5 Results
Three superordinate themes were found; a spectrum of clinical importance, 
perceptions of a proxy, and mutually acceptable ground. Central to these themes was 
the process of managing uncertainty that both permitted and necessitated inter-person 
negotiation, between the patient and GP, and intra-person negotiation, the intemal 
dialogue within the individual GP. The ‘spectmm of clinical importance’ described 
how food intolerance was conceptualised through the evaluation of the balance 
between three coexisting hierarchies -  the degree of certainty with which the GP
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might make a diagnosis, the perceived authenticity of the patient’s experience, and the 
threat to the patient’s physical health. ‘Perceptions of a proxy’ indicated how the GP’s 
scepticism about food intolerance as a specific condition influenced the GP’s 
perceptions of the patient and of the patient’s underlying problem. The theme of 
‘mutually acceptable ground’ resulted from the GP’s search for a way forward, 
acceptable to doctor and patient and in the face of the uncertainty around food 
intolerance, the GP’s rationale for doing so, and the barriers to arriving at mutually 
acceptable ground.
5,5.1 A spectrum o f  clinical importance
All the GPs interviewed were familiar with the term ‘food intolerance’ although they
did not generally use it as a diagnosis in itself. Rather, it was used, at least in the
earlier parts of the interviews, as a blanket term that covered a number of specific 
diseases and diagnoses. It was repeatedly talked of as a spectrum of medical 
conditions and the GPs used terms such as ‘spectrum’, ‘continuum’ and ‘range’.
Urn, well I was thinking about this last night, um and urn. I suppose I see 
food intolerance as the kind of, towards the left hand end o f  the spectrum 
that runs, runs from food dislike [laugh] to uh, being upset sometimes by 
odd bits o f  food and getting indigestion through intolerance o f  a 
particular food producing undesirable but not terrible symptoms. Right
through to the right hand end o f  the spectrum, which would be Food
Allergy, so I, I, I don’t, so I don’t, so I thought to m yself, should I make
this a categorical or a continuous thing and I think it’s a continuous thing 
probably. (GP16)
As the GPs listed and ordered the conditions along the spectrum they ascribed values 
to each and three distinct hierarchies emerged from within the spectrum. The first 
hierarchy was that of the ease and degree of certainty that the GPs would have in 
making a diagnosis. They described this process as ranging from ‘definite, ‘certain’ 
and ‘clear’ to ‘hazy’ and ‘vague’. The degree of certainty was mainly dependent on 
the possibility of objective evidence at both the macro and micro level, between the 
specificity of laboratory tests, objectively confirming or refuting conditions at patient 
level, and the generality of scientific support for the very existence of a condition.
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There’ll be definite diagnoses such as coeliac disease, where people have 
ah, an intolerance to gluten, um, and that can be diagnosed, and you have 
a specific test for that. So that’s, that’s fairly definite. But sort o f  in the 
more milder spectrum, um, it’s sort o f  pretty hazy, I think.it sounds sort 
o f  as if, um, it could exist, but every time you speak to a specialist, 
they’re always pretty skeptical. (GPIO)
The next hierarchy to emerge from the data presented as a value judgment on the 
authenticity of the patient’s experience. The GPs used the terms ‘legitimate’ ‘genuine’ 
and ‘serious’ at the end where, for example, they located anaphylactic reactions to 
food, whereas ‘fashionable’ ‘unlikely’ and ‘collude’ were used at the other end of the 
symptomatic spectrum.
Um, I suppose a, a spectrum o f  things, from people who have what I 
would call genuine food intolerance, um, people who have, say, coeliac 
disease or who have to avoid things, nuts, or, you know, have an, an 
allergy to something or other, um, right through from that to what I see as 
the sort o f  the, the fashionable food intolerances that sort o f  started in 
Surrey [wealthy county in South East England] and that’s spread out to 
the rest o f  the, the country, where it’s basically they don’t particularly 
like something. (GP5)
The final hierarchy in the spectrum of food intolerance presented as the threat the 
condition posed to the patient’s physical health. It emerged as the GPs moved their 
discussion with the researcher from their conceptualization of food intolerance to 
describing their practical management of it.
I mean, at one side it’s possibly a significant pathology in terms of, um, a 
tumour or some things like that, and I reassure m yself that I’m not 
dealing with. I’m not missing something, a really life threatening 
condition or something which is meaningful in terms of. yeah, um, once I 
satisfy m yself that there is nothing else but “just”  food 
intolerance,“just”  in inverted commas, um. I’m quite, I feel quite 
confident, um, as I said, very often these people just require explanation, 
and require a discussion o f  symptoms. (GP9)
However, although separate hierarchies -  certainty of diagnosis, authenticity of 
patients experience and threat to patients’ physical health -  the GPs depicted a close
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interplay of all these hierarchies when evaluating and ranking the conditions along the 
food intolerance spectrum. Further, the way in which the hierarchies were brought 
together to form the spectrum reflected the traditional medical model approach to 
health and health care, a spectrum of clinical importance. Accordingly, at the end of 
the spectrum indicating low clinical significance, symptoms were regarded as mild, 
uncertain, false and affecting physical comfort, whereas at the end of high clinical 
significance the symptoms are deemed severe, certain, legitimate and a threat to 
mortality.
The work of Fox (1957) indicated that uncertainty is inherent in medical practice, 
bom from concerns about personal inadequacy, the limitations of established medical 
knowledge, and the ability to distinguish between these. Clinicians are, however, 
increasingly pushed towards certainty, not only by medical culture (Atkinson, 1984; 
Katz, 1984; Schryer et al., 2005), but also by the growing demands of society in 
general (Crawford, 2004; Fox, 1980). As the GPs continued to discuss their practical 
experience of food intolerance, they described searching for certainty, and their 
conceptualization of what food intolerance was began to shift away from the full 
spectmm of conditions.
Each of the conditions that the GP could test for along the spectrum had its own 
specific name or label and each was very different in terms of etiology, treatment and 
prognosis. The umbrella term food intolerance was too broad to be useful so if a test 
indicated that a patient had coeliac disease or an enzyme deficiency, the GPs used that 
diagnosis in preference, making the term ‘food intolerance’ redundant.
So that’s really what I’m saying is it is a, it’s a term which I wouldn’t
often use, um without trying to define it down a bit. (GP15)
The term ‘food intolerance’ only came into play when all the known potential 
conditions had been excluded and the diagnostic process exhausted, when there were 
no certain or better labels for the patient’s experience. Food intolerance then, instead 
of being a whole spectrum of conditions, was reduced by the GPs finally to be 
represented by patients who had symptoms attributed to food, that were of personal 
but not clinical importance and in whom no pathology could be found.
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It comes down to being I think a bit o f  a rag-bag, um, in difficult-to- 
diagnose individuals. (GP4)
I say actually this is a dustbin diagnosis. It’s a diagnosis when w e’ve 
shown that you don’t have other conditions. (GP15)
Thus, food intolerance no longer meant a full spectrum of conditions. Food 
intolerance focused the GPs at the mild and debatably ‘illegitimate’ end of the 
spectrum, the end of lowest clinical importance, where there was the greatest 
uncertainty and need for negotiation (Bazerman, Tenbrunsel, & Wade-Benzoni, 
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5.5.2 Perceptions o f a proxy
GPs accounts of their responses to patients reporting experience of food intolerance 
indicated some degree of scepticism. The possibility of food intolerance as a specific 
disease or as the cause of the patients’ symptoms was held as doubtful.
They want me to agree that the cause o f  their low mood, say, is 
candidiasis or whatever, wheat, and that’s what I can’t give them. It’s 
partly lack o f  knowledge, admittedly, and it’s partly just lack o f  belief.
(GP6)
Further, the symptoms and experiences that ended up being labeled as food
intolerance were perceived by the GPs as much more likely to relate to other, non-
medical problems. Some GPs considered the symptoms as functional:
I think when I hear that word [intolerance], unfortunately my knee jerk is 
to be quite negative actually, as, well, there’s nothing wrong. You do 
have people who mention it in consultations, oh, well, you know, “ every 
time I eat. so-and-so I come up in a rash or I feel, sometimes it’s quite
non-specific, it makes me feel quite nauseous or quite down” and it’s
those people that you sort o f  think, you know, something more functional 
is going on rather than they are actually intolerant to a food type. (GP6)
For some GPs it indicated other psychological or stress related problems:
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There definitely is a sort of, um, I don’t think all o f  the patients that come 
and see me are looking for solving their problems in terms o f  food 
intolerance are wacky but there certainly is a ...a ... you know, a wacky 
group there, you know, people who would, who are sort o f  casting around 
for all sorts o f  unusual therapies for their, um, often, you know, psycho­
somatic related problems. (GP7)
We think we live in an age when stigma o f  mental health problems has 
been reduced. It’s still very difficult in the workplace to say. I’ve got a 
tension-related problem; it is much easier to say. I’ve got an [intolerance] 
and it sort o f  applies to a certain sort o f  delicacy; just be careful. And in 
one sense that’s very healthy, you know, the body, as I say to patients 
continually, the body’s not a machine, w e’re human beings and each o f  
us has our, comes into this world with our vulnerabilities, and maybe by 
saying it’s an [intolerance], you’re defining those vulnerabilities with one 
particular label. (GP2)
For Others food intolerance was considered a substitute:
I think when people say they may have a food intolerance, um, or they’re 
presenting with features o f  a food intolerance, I generally, um, would see 
it as kind o f  a.a proxy for other issues. (GP12)
In one particular case, food intolerance typified for the GP a polarised view of social 
class and health care need. Food intolerance was seen by this GP as pretentious:
I would tend to see food intolerance as opposed to food allergies, as being 
an affectation o f  the upper-middle- class females and their 
children.Because you don’t get. I mean I am now working in Belfast as 
opposed to Surrey, and you don’t get it in working-class neighbourhoods 
at all, they get, they get ulcers, they get aches, they get, you know, they 
get allergies, but they don’t get food intolerance, and there was a lot o f  it 
in, er, in, um, Camberley when I was there, um, and it’s, it’s, it’s almost 
fashionable to have an allergy or a sensitivity, it makes you sound a lot 
more artistic. (GP5)
However, this scepticism about food intolerance as a distinct condition was tempered 
to a certain degree. Contrary to hopes and expectations, the information explosion and 
technological advances of the last century have been seen to increase the experience
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of uncertainty in medicine, rather than reduce it, highlighting how little we still know 
and understand about our bodies and minds (Crawford, 2004; Douglas & Wildavsky, 
1982; Sorenson, 1974; Wolf et ah, 1985). In this study, the GPs showed an element of 
self-awareness and an awareness of the limitation of modem medicine.
A little bit o f  me is inward-looking. I think actually, I don’t know enough 
about this. Who am I to say it is not? For other diseases I can say
categorically, it is not cancer. I know you’ve had all sorts o f  tummy
trouble but w e’ve now done the tests and you do not have a stomach
cancer. I can’t be like that with an [intolerance], you do not have an
[intolerance], I can’t be like that. So I realise my own limitations. (GP2)
There was an appreciation of the constant evolution of modem medicine and the GPs 
expressed the notion that though there is not the evidence to support food intolerance 
as a distinct condition at present, there may be in the future.
When people are unwell and medicine fails them and I know we often do 
and I think in ten years’ time I’ll be biting my lips saying, oh, my God, 
you know, it’s so obvious that food intolerances exist and they do cause 
all these things. (GP6)
The assumption that food intolerance was a proxy for other non-medical problems 
was, then, juxtaposed against the uncertainty bom from the realisation of the 
limitations of established medical knowledge. This appeared to cause a process of 
intra-person negotiation. The GPs negotiated between their scepticism and their 
commitment to their own empirical evidence. Intra-person negotiation is seen as a 
result of the multiple-selves problem (Loewenstein, 1996; Strotz, 1956; Walsh, 1996), 
and is the discourse between the ‘want’ or impulsive self, and the ‘should’ or reasoned 
self (Bazerman et al., 1998). In the case of this GP, the ‘want’ self supports the belief 
in their own empirical evidence, the ‘should’ self-favouring scepticism.
I think there is a sort o f  a bit o f  an ambivalence that I have about. On the 
one hand kind o f  being sceptical and thinking that, um, that there’s a kind 
of, um, a tone of, um, freakiness and quirkiness and weirdness about it, 
and actually, you know, seeing a lot o f  patients who say, oh, well, you 
know, I omitted this from my diet and I’m feeling much, much better. So 
it’s not all one way, there’s a bit o f  a dilemma, I think. Some people do
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appear to benefit. (GP7)
5. 5.5 Mutually acceptable ground
Regardless of the level of their scepticism, the GPs described a eonscious decision to 
work with the idea of food as a cause of the symptoms, at least as a starting point, if 
that was what the patient believed. The GPs made a distinction between initiating such 
a diagnosis, which they would not do, and allowing the patient to act on their beliefs 
when there was no evidence of any other disease process occurring and when no harm 
would result. Essentially, the GP entered into an inter-person negotiation with their 
patients (Hewson, Kindy, Van Kirk, Gennis, & Day, 1996; Salmon, 2007). The 
decision to work with the patients’ beliefs was initially portrayed by the GPs as a way 
of preserving the doctor- patient relationship.
Um, I suppose I would try and find a bit o f ground. Obviously I don’t 
want to, um, engage necessarily in lots o f  wacky referrals and tests and 
start treating them, you know, for cancers and all that sort o f  jazz, um, but 
I do try and, um, respect their, respect their sort of, their model. (GP12)
B elie f systems are very precious, they just have a ten minute appointment 
with me, what right have I got to upset their belief system, if  they seem  
locked into a belief system and it is that, a food allergy, I feel that 
perhaps I’ll go along with that. (GP2)
I am usually willing to give at least saying I’m not sure what’s going on 
here, but I can understand why you say this, and I’m willing to work with 
that diagnosis. (GP15)
Rejecting a patient’s understanding and interpretation of their symptoms, in the 
absence of any confirmed diagnosis, was held by the GPs as tantamount to rejecting 
the patient.
I think, you know, that requires a little bit of, um, careful work because if  
you pooh pooh the idea then you basically dismiss the patient at the same 
time. Now, that applies I think to some areas o f  perceived food 
intolerance. (GP8)
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I think i f  you ... i f  you’re working strictly within a biomedical frame, then 
when you’re presented with a symptom like that, you can very quickly 
see that there’s not much I can do here and then you become, I would 
describe it as nihilistic in terms of, well, I can’t do tests, therefore there’s 
nothing wrong with you and I think the relationship very quickly, um, 
terminates and the patient goes elsewhere. (GP12)
Other benefits from working with the patient’s belief in food intolerance were 
described, not least of which was the fact that many patients did feel better for acting 
on their belief and excluding the foods to which they thought they were intolerant 
from their diet. It also took the onus of responsibility for treatment away from the GP 
and placed it instead in the hands of the patient. This was of particular importance 
where the GPs felt that the symptoms were psychological but the patient was unable 
to accept this.
I’d like to be convinced because when I see the patients, they’re very 
plausible and they come to me with symptoms which I often have very 
little to offer and they seem to have found the cure themselves by 
working at it, so in another sense, I am quite happy for them to do that, 
because to me, they are de-medicalising their symptoms. They’re saying 
their symptoms aren’t in your domain, they’re in my domain; I can take 
control o f  them. (GP2)
Acceptance of food intolerance and the dietary and lifestyle changes it seemed to the 
patient to require, were seen by the GPs as more benign than the use of a medical 
intervention.
So if  they are making lifestyle changes with a pure and obvious beneficial 
effect to them, where there’s little or no chance o f  an unpleasant 
downside. I’m quite happy with that and actually I’m happier with that 
than handing out all sorts o f  pills to people because, within reason, you’re 
not going to do yourself any harm by manipulating your diet. (GP14)
By using a broad term, such as food intolerance, as a provisional label and 
experimental basis for treatment, the GPs felt that they could allow the patients 
themselves to frame their experience and work towards the relief of their symptoms in 
the absence of a diagnosis.
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We all look for an explanation to something that w e think we can either 
cure or control and in contrast to that i f  you imagine patients who, um, 
aren’t able to control their situation, the degree o f  anxiety and loss o f  
control and the impact that that has on their lives is so negative. I think 
that’s why they do it, because it’s their way o f  trying to regain control o f  
a situation that they don’t understand. (G Pl)
I think there are people who genuinely have problems that, you know, 
often w e haven’t been able to help them with very much and they’re just 
kind o f  seeking around for something that might be helpful. (GP7)
While GPs regard the existence of food intolerance as, at best, unproven or even false, 
food intolerance has acquired a momentum that has outreached the control of the 
medical profession. As seen throughout the history of symptom syndromes (Porter, 
1995) there appear to be interests, in terms of both personal and financial gain, vested 
in the accepted existence of food intolerance. Many tests are available on the high 
street, in vitro and in vivo, and are offered to patients as a route to certainty and the 
source of a definitive diagnosis. Rather than being regarded as helpful in any way, the 
tests brought only frustration for the GPs at what they referred to as the dogma and 
psuedo-science of the high street services. While working with the belief in food 
intolerance as the cause of patients’ symptoms, the GPs at the same time worried that 
they might be adding to patients’ vulnerability and possibly putting them at risk of 
being exploited.
I suppose I’m post-modern in my old age so I think it’s fine if  that’s what 
they want to do, um, I suppose my main concern is, um, that people 
administering these sorts o f  tests are often, um, I do think they are 
pandering to people’s needs for a panacea and I think there is often a, um, 
quite a lot o f  dogma, lot o f  quasi science and that they get glossy  
brochures and, um, so it really is, um, smoke and mirrors o f  ten, I think.
Um, so in terms o f  the validity o f  the tests, that particular technology I 
think is complete garbage. (G P l2)
It bothers me somewhat if  people are going o ff and getting inappropriate 
and/or frankly dangerous advice on the High Street from people with 
relatively little qualification or training in these matters. (G P l4)
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So I would tiy, and I would also gently steer people away from um 
spending a load o f  money on getting private tests, because my 
understanding is that these tests are not well, um they’re not reliable, and 
in fact some o f  them, they may be almost fraudulent. (GPl 5)
This potential barrier to the GPs’ willingness to engage in patients’ belief in food 
intolerance was overcome through critical appraisal of the potential for maleficence 
within established medical practice.
If these people have taken themselves o ff  to a complementary therapist, 
in fact most o f  these people would probably count as alternative 
therapists and they are, they are getting some general sensible advice 
from a sensible person who is providing a useful listening ear and the 
stuff that they’re doing for them is not actually harmful. It is probably a 
good thing in that it’s keeping these folk away from the health service 
and the médicalisation o f  whatever’s going on with them because the 
worst thing that could happen to these folk is end up in hospital 
outpatients, where they w ill end up having zillions o f  tests done on them 
and large amounts with potential risks, that half o f  them are actually 
going to find something that’s a coincidental find. (G P l4)
There was, however, a single exception among the GPs in their general willingness to 
engage and negotiate a mutually acceptable ground with patients. Rather than this 
being a hostile reaction or an outright rejection of the concept, the reluctance was
portrayed more as a desire not to be involved as a conciliator in the debate between
lay beliefs and specialist knowledge.
Well, I mean, I suppose an example is, um, eczema in children and 
there’s a widely held belief sort o f  folk belief, that this is, er, and 
frequently be related to dairy products. Er, if  you, when I speak to 
dermatologists about this they say that actually it’s extremely rare for 
eczema to be related to dairy products. So, I mean it’s a bit o f  minefield 
and there seems to be discrepancy between folk belief and specialist 
b elief in that area and I just kind o f  duck my head and, er, try not to get 
involved. (GP7)
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5.6 Discussion
This study found that the process of managing uncertainty was pervasive in the GPs 
experience of food intolerance in the primary care setting, permitting and 
necessitating intra-person negotiation in GPs and inter-person negotiation between 
GPs and patients. The GPs found that the uncertainty surrounding food intolerance, 
and the fact that its etiology and mechanisms are still unproven, actually seemed to 
facilitate the negotiation of constructive ways forward with patients, both clinically 
and in terms of doctor-patient relationships.
A further factor in the GPs’ willingness to negotiate a mutually acceptable ground 
may have resulted from their recognition of a power or responsibility shift. Food 
intolerance can neither be definitively diagnosed nor excluded, due to the absence of 
valid diagnostic tests, and the current patient beliefs that surround the concept of food 
intolerance suggest that treatment necessitates lifestyle changes, not medical 
intervention. These constructs bring the ability, or even the right, to claim, name, and 
treat oneself as food intolerant clearly within the grasp of the patient, with or without 
GP support.
Pseudo-diseases, in the historical explanation of medically unexplained symptoms and 
illness experiences, are said to rely on conditions that are on the fringe of scientific 
comprehension and although patient driven, continue and spread with the complicity 
of the medical profession (Shorter, 1997). Indeed, consultations about medically 
unexplained symptoms are generally disliked and have been seen to produce feelings 
of helplessness and frustration in clinicians (Hartz et al., 2000; Lundh et al., 2004; 
Zantinge et al., 2005), and it is suggested that the identification of a diagnostic label, 
however tenuous, affords not only the patient a multiplicity of benefits, but also the 
clinician (Shorter, 1994).
However, careful balancing by the GPs in this study was identified, between 
supporting the patient and ensuring that the GPs remained true to their scepticism and 
need of proof. In this study, the negotiation and arrival at common ground did not 
involve the GPs’ acceptance of the whole of the patients’ belief systems or of food 
intolerance itself, but rather acceptance of the reality of the patients’ distress and 
desire for relief, and acceptance that food intolerance is an uncertain diagnosis rather
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that an illegitimate one. This ‘accepting approach’ was reported as being reinforced by 
the GPs impression that, for whatever reason -  placebo effect, secondary gain or 
direct biophysical mechanism -  many patients felt better for acting on their belief in 
food intolerance and for excluding foods of their selection from their diet.
Food intolerance is an emergent and somewhat contentious diagnosis and there is, as 
yet, little published on the perceptions of it. However, as an emergent and contentious 
diagnosis food intolerance can be compared to other such diagnoses such as Myalgic 
Encephalomyelitis, chronic pelvic pain, and Irritable Bowel Syndrome on which more 
work has been conducted (Adamson, 1997; Arksey, 1998; Cooper, 1997; Glenton, 
2003; Hayden & Sachs, 1998; Horton-Salway, 2001; Jason et al., 2001; Singer, 
Fitzgerald, & Von Legat, 1984; Wessely et al., 1999). Indeed, the GPs’ perception of 
food intolerance found in this study did have much in common with reported 
perceptions of these other conditions. There was, for the GPs, a deeply held 
association between food intolerance and psychological distress and the suggestion of 
a psychological cause as the basis of a patient’s experience has, for a long time, been a 
common response to the absence of observable physical pathology (Sharpe, Mayou, & 
Bass, 1995). Further, the use of disputed diagnoses such as Myalgic 
Encephalomyelitis, and Irritable Bowel Syndrome is considered by some as a ‘short 
hand’ description applied to clusters of psychosomatic symptoms (Page & Wessely, 
2003). It has been found that some clinicians suggest such diagnoses are fashionable 
‘physical’ labels that attempt to legitimise symptoms originating from psychological 
distress (Cooper, 1997), and assume that they reflect an underlying emotional disorder 
(Goldberg & Bridges, 1988).
However, the GPs’ approach to food intolerance found in this study did appear to 
differ in some key aspects from reports on other disputed diagnoses. The literature on 
Myalgic Encephalomyelitis for example, has many accounts of disputes between 
patients and doctors, some with the experience of outright rejection both of the 
diagnosis and of the patient him/ herself (Banks & Prior, 2001; Cooper, 1997; Sharpe, 
1998; Ware, 1992). In contrast, the GPs in this study presented a willingness, as 
already mentioned, to engage in negotiation to find a way to work with the patient 
concept that food intolerance was the cause of their symptoms.
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This apparent difference may simply arise from different and potentially dissonant 
points of view. This study only looked at the GPs’ perspectives on food intolerance in 
their patients and was based on the analysis of a small number of GPs’ own reporting 
of their approaches. A larger, hypothesis testing study, as opposed to this hypothesis 
generating one, of GP perspectives might reveal a greater diversity of views within the 
profession. The patients’ perceptions of the same interactions might also diverge from 
this benign view, particularly as the GPs wanted it specifically noted that this 
willingness to work with food intolerance was not an outright acceptance of the 
concept or validation of the diagnosis. Plainly, patient perspectives on this specific 
issue requires investigation. However, while this thesis did examine individuals’ 
experiences of food intolerance, none of the participants in that earlier study had 
reported going to their GP following their self-diagnosis. If patient perspectives did 
indeed confirm the GPs’ perspectives seen in this study, then a further fhiitfiil area for 
investigation might be why this differs from relationships around other disputed 
diagnoses.
5.7 Towards an understanding of the experience and 
interpretation of food intolerance
The initial three studies of this thesis investigated the experience of food intolerance 
from the lay perspective. It examined this firstly from the point of view of the 
individuals who believe they have the condition and then through two studies of the 
representation of food intolerance in the media. The findings of these studies have 
suggested that food intolerance is experienced, and portrayed, not only as an illness 
but also as an efficacious route to alleviating many of the nonspecific symptoms 
commonly experienced in the general population. The media, in particular, presented 
mainly positive representations of both personal and treatment control in their 
portrayal of the condition, and related it to a vast array of symptoms and trigger foods.
Although the symptoms associated with food intolerance by the participants in the 
first study were not perceived as a significant threat to their physical health, they were 
seen as problematic, threatening instead their sense of wellbeing, their self-perception, 
and their ability to engage in various activities. For them, the food avoidance 
behaviour associated with food intolerance facilitated both a reprieve from the
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symptoms and a belief in mastery over them, permitting them to engage more fully in 
the life and activities they desired. However, while food intolerance was experienced 
by them as a private matter, one that they could choose whether or not to reveal in 
social circumstances, the construction of food intolerance found in a typical negative 
media account of the condition emphasised the social nuisance that food intolerant 
individuals wrought on others, constructing the condition as an attention seeking 
strategy, and overall built a problematic stereotype of the individuals who identified 
themselves as food intolerant.
This final study, examining GPs’ perceptions of food intolerance, suggested that while 
the GPs viewed food intolerance with scepticism, and considered it to be a proxy for 
psychologically based symptom experiences, there was a willingness to work with the 
patients’ self diagnosis. However, the uncertainty that surrounds the condition at 
present was an important factor in this willingness, allowing GPs to negotiate an 
acceptable compromise between their own scepticism and patients’ beliefs. Further, 
while the symptoms remained otherwise unexplained, the GPs perceived that the 
beliefs and behaviours associated with food intolerance actually de-medicalised the 
symptom experience, demanding lifestyle and dietary change, rather than medicalised 
them.
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Chapter 6
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6 Discussion
This final chapter is a discussion of this thesis, considering the four studies as an 
integrated whole, and its findings. It commences with a summary of the findings of 
each of the four research studies conducted and then presents an interpretation of the 
findings of the thesis as a whole in the context of the existing literature and research 
base. It continues with a discussion of the methodological limitations of the thesis and 
then discusses the potential implications of the findings for theory, practice and future 
research. The chapter closes with the presentation of the overall conclusion.
6.1 Summary of findings
This thesis has provided an insight into the experience of food intolerance from a 
psychological perspective by conducting four qualitative studies. The findings from 
each of the four studies are summarised, in turn, below.
Using an interpretive phenomenological methodology, the first study gained insights 
into the experience of food intolerance fi*om the perspective of individuals who 
believe they have this condition. Three super-ordinate themes were identified from 
the data -  ‘public perceptibility’, ‘a path to being well’ and ‘the paradox of symptom 
control’. ‘Public perceptibility’ suggested that, in the absence of pathology, the 
symptoms experienced were seen, not as an illness per se, but as an indicator to the 
participants themselves, and in particular a signal to those around them, of a deficit in 
health with all the social and emotional implications that such a status entails. ‘A path 
to being well’ suggested that, although food intolerance was certainly perceived as a 
cause of their symptoms, the focus in the participants’ modeling of it was on the 
positive effect they achieved through avoiding the food, rather than on the symptoms 
or the sick role that was induced by consuming it. The final ‘paradox of symptom 
control’, suggested that the very treatment or action that appeared to offer participants 
relief from their symptoms and permitted them greater involvement in their chosen 
lifestyles, i.e., food avoidance, in itself potentially brought about as great or even 
greater stigma or inconvenience.
The second research study of this thesis investigated what information and messages, 
relevant to the illness representations of food intolerance, were broadly available in
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the print media. Using content analysis, the second study examined a decade (2000- 
2009) of media coverage in six of the leading British newspapers. It identified 388 
newspaper articles referring to the term ‘food intolerance’ over the period investigated 
and found that the vast majority of them referred to food intolerance in a positive 
style, that is, describing it in such a way as to present it as a legitimate diagnosis and 
viable explanation for various illness experiences. Each of the five dimensions of 
illness representation were present in the dataset, with the dimensions of identity and 
cause the foremost features illustrated. There was a diverse portrayal of food 
intolerance, in relation to its symptoms and trigger foods and the representation of the 
control dimension of food intolerance was overwhelmingly positive. Immunological 
mediation was the only causal mechanism that, as well as being identified as a causal 
mechanism, was represented and specifically identified as not being a causal 
mechanism for food intolerance. All the potential tests and processes seen in the 
academic literature, except for the blinded food challenge, were evident in the dataset 
and while both positive and negative portrayals of each of the test processes could be 
found, the overall picture presented by the data reflected the attitude of the scientific 
and academic literature on the subject. The exception to this was the representation of 
IgG testing which, although discredited in the scientific literature, had more positive 
representations than negative across the news articles.
The third study used a discursive analysis methodology to examine in fine detail the 
way in which the positive and negative accounts of food intolerance were constructed 
in two examples from the British print media, examining in particular the ways in 
which the positions were strengthened and made to seem factual in the face of 
contrary accounts. The study found that the negative account of food intolerance was 
made by constructing doubt, attacking the character of individuals claiming to have 
food intolerance, and diminishing the health consequences of food intolerance while 
simultaneously expounding the seriousness of other conditions. Overall, the article 
acted to open the ‘black box’ of food intolerance and argued for the public health 
importance of exposing its fictitious nature. The positive account of food intolerance, 
in contrast, was constructed by authenticating the symptom experience and its 
physical basis, by a positive framing of the counter arguments that surround food 
intolerance, and by a powerful marketing of the food intolerance ‘solution’. This 
selling was embedded both in the validation of food intolerance and its associated
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food avoidance as an effective way of eradicating symptoms, and in the substantiation 
of the IgG home testing process as a means to correctly identifying food intolerances. 
While the influence of the biomedical model of health and illness was evident in the 
authentication of both accounts of food intolerance, the building of a derisive account 
of the personality and character of the ‘typical’ individual who believed they had food 
intolerance, was an important finding in the analysis of the negative article in relation 
to the interpretation of food intolerance.
Using an interpretive phenomenological methodology as in the first study, the fourth 
and final study of this thesis explored the phenomenon of food intolerance in primary 
care from the general practitioner’s perspective. The study found that food intolerance 
was primarily conceptualised as a spectrum of clinical importance with medical 
conditions arranged in three hierarchies; the certainty that the GP would have in 
making a diagnosis, their perception of the authenticity of the patient’s experience and 
of their judgment of the threat posed to the patient’s physical health. Since some 
conditions within the spectrum had a medical name that was used in preference to the 
term ‘food intolerance’, food intolerance essentially became a ‘dustbin diagnosis’, 
focused at just one end of the spectrum and viewed with scepticism. The scepticism 
about food intolerance as a specific condition influenced the GPs’ perceptions of 
patients and of the patients’ underlying problems. This was, however, tempered by an 
element of awareness of the limitations of modem medicine. Rather than risk 
damaging the doctor-patient relationship, the GPs chose, despite their scepticism, to 
negotiate mutually acceptable ground with patients and with patients’ beliefs. As a 
result, whether it was due to a placebo effect, secondary benefit, or as a biophysical 
result of excluding a food from the diet, the GPs acknowledged both personal and 
therapeutic benefit in working with the patients’ belief in food intolerance and with 
the behaviours associated with the beliefs.
6.2 Interpretation of the thesis as a whole in the context of 
the existing literature
The aim of this thesis is to provide an insight, from a psychological perspective, into 
food intolerance. It has done this by examining the interpretation and experience of 
food intolerance through four different studies and from three different perspectives -
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that of the individuals who perceive food intolerance in themselves, that of the media, 
and that of the general practitioners.
Looking at the thesis as a whole, it is evident that there were four central components 
in the experience and interpretation of food intolerance common to each of the 
research studies and the perspectives they examined. In brief, these common 
components were that:
• Food intolerance was not interpreted as an illness per se, nor as a route to the 
sick role.
• Food intolerance was interpreted as an explanation for a vast number of the 
common and nonspecific symptoms that occur in the general population and that 
often remain without medical explanation.
• Food intolerance had an embedded treatment, the avoidance of specific foods, 
which was experienced as being both effective and within the grasp and gift of 
the individual.
• Food intolerance was interpreted as an uncertain diagnosis with many plausible 
but, as yet, unproven theories surrounding it.
In order to fiilly explore the meaning of these four basic common components, with 
reference to the situations in which they were generated, they will now be discussed, 
in turn, in the context of the existing health psychology literature and established 
knowledge base.
6,2,1 Not an illness per se
The first component evident across all the perspectives was that food intolerance was 
not interpreted as an illness per se, nor as a route to the sick role. The individuals who 
perceived food intolerance in themselves illustrated a conceptualisation that 
differentiated the reality of their symptoms from the perception of illness and also 
from the notion of disease.
The definition and interpretation of illness is complex, involving much more than a 
simple dichotomous relationship with health, and incorporates subtle conceptual 
differences in the interpretations of other labels such as sickness, wellbeing and
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normality, and how these interact with the principles of disease and pathology 
(Emami, Benner, Lipson, & Erkman, 2000; Murray, Pullman, & Rogers, 2003; Rief & 
Broadbent, 2007; WHO, 1999).
The model of cognitive illness representations and the commonsense representations 
of illness danger framework that it is based in, provide a now well-established and 
thoroughly validated general theory of how people understand illness and the 
experience of illness (Hagger & Orbell, 2003; Leventhal et al., 1980). Comprising 
five dimensions that, although distinct, have internal associations that influence the 
interpretations, the accumulation of the findings of the many research studies in the 
area have shown that an individual who perceives that their illness is highly 
symptomatic will also perceive it to be uncontrollable and chronic, and that it will 
have serious consequences for their lifestyle. Those individuals who perceive that 
they have a high degree of control in the cure / controllability dimension also 
represent the illness as less chronic and as having less serious consequences (see, for 
example, Hagger & Orbell, 2003, Petrie et al., 1996 or Weinman et al., 1996).
This type of constructing and interpreting of the illness experience of food intolerance 
was also found within each of the perspectives examined for this thesis. The number 
of symptoms experienced and reported by the particular individual was small, usually 
only one or two, and their perceived effect on functioning limited and therefore it was 
not interpreted as a significant threat. Examinations, in those who sought clinical 
advice, also indicated that there was no clinical evidence of pathology or 
physiological abnormality, and so no evidence of a significant disease process 
occurring. Based on this combination of factors and experiences, both the individuals 
and the general practitioners did not define the experiences being related to food 
intolerance as an illness per se.
The effect of the symptoms on functioning was perceived by the individuals and 
portrayed by the general practitioners as quite limited, not being severe enough to 
prevent the continuation of responsibilities such as work and parenting duties, nor to 
warrant the excuse from them in terms of the sick role model of rights and 
responsibilities (Parsons, 1951). Moreover, the findings indicated that access to such 
rights, such as the exemption from work and responsibilities and the access to care
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within the medical setting, was not sought out in relation to the food intolerance 
experiences. Having excluded the possibility of serious pathology, the individuals 
were reassured, accessed lay sources of information and advice instead of further 
medical investigation, and pursued lifestyle and behaviour modification, in the form 
of food avoidance, rather than requesting medication. However, it is important to note 
that, although food intolerance was not experienced as an illness per se and there was 
not a request for the sick role rights, the individuals did not consider themselves to be 
healthy either and did not negate the reality or unpleasantness of the symptom 
experience itself.
6,2,2 An explanation
The second component evident across all the perspectives was that food intolerance 
was interpreted as an explanation for a vast number of the common and nonspecific 
symptoms that occur in the general population and that often remain without medical 
explanation. While the reports of the individual cases of food intolerance identified 
only small numbers of symptoms, generally only one or two, within any particular 
person, the diversity between the individuals’ experiences was such that the overall 
picture was of a large number of symptoms associated with the experience of food 
intolerance in general. This was seen in particular in the content analysis of the media 
representation, with 64 different types of symptoms related to food intolerance among 
the articles examined.
The experience of symptoms in the general population is very common and it has 
been suggested in the findings of community-based studies of the general population 
that it is more common to experience symptoms than not to experience them (Sutton, 
Baum & Johnston, 2005). The symptoms frequently recounted in the experience of 
food intolerance in the findings of this thesis included symptoms such as bloating, 
headaches, and nasal congestion which are in fact very commonly experienced 
symptoms in the population at large (Reif et al., 2001; Shepherd et al., 1981). 
However, although commonly experienced, symptoms such as these often remain 
unexplained with no objective evidence of any disease process or biophysical changes 
identified (Fink et al., 2005; Toft et al, 2005; Verhaak et al, 2006).
Somatic sensations are not symptoms in themselves, they are ascribed as symptoms
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because of the meaning they hold and the consequences they are perceived to have in 
the individual’s life (Brown, 2004; Van den Bergh et al., 1997). That is to say, 
somatic sensations are perceived as symptoms because they are interpreted as 
important and problematic for health or function. It is known, as referred to 
throughout this thesis, that individuals form illness representations about conditions 
and symptom experiences in order to make sense of them and form appropriate coping 
strategies, and the lynch-pin of these representations is the illness identity -  its name 
(Leventhal et al., 1980). Without a name or label with which to describe the 
experience it is difficult for individuals to find information that will assist them in 
forming an understanding of the further consequences of the illness experience, or to 
indentify a suitable management strategy (Broom & Woodward, 1996). Moreover, 
symptom experiences that remain unexplained present further difficulties beyond the 
lack of symptom resolution, negatively affecting the individual’s personal and social 
adaptation processes and self-identity, inducing feelings of illegitimacy and shame 
(Adamson, 1997; Corbin & Strauss, 1985; Nettleton, 2006; Rhodes et al, 1999).
The failure to find an explanation for symptom experiences within formal medicine 
and the primary care setting, was a common theme identified across the findings of 
this thesis. Although reassured by the absence of any signs of a significant pathology, 
the symptoms were still experienced as problematic in themselves, and the search for 
meaning continued in the lay sector. Identified and suggested through communication 
with, and observation of, important others such as close friends and relatives who 
perceived food intolerance in themselves, and through reports and stories that were 
seen in the media, the concept of food intolerance as the cause of the symptoms was 
found by those experiencing the symptoms to be a plausible explanation where 
medical science had failed.
6,2,3 An embedded treatment
The third component evident across all the perspectives was that food intolerance was 
experienced as having an embedded treatment, specific food avoidance, that was both 
effective and accessible. Those who claimed to experience food intolerance also 
claimed to be relieved physically of their previously professed symptoms after they 
avoided certain foods. The general practitioners witnessed this in their patients, 
observing that individuals ‘feel better’ for having acted on their food intolerance
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beliefs, and it was an interpretation powerfully and frequently presented in the media.
This thesis is not taking a particular stance on whether or not food intolerance does 
have direct physiological causal mechanisms, such as immunological, 
pharmacological or enzyme related mediation. It is important to note, however, that 
symptom perception and experience can be influenced by more than just the presence 
of disease or its management, as shown in the literature. As discussed in the 
introduction to this thesis, symptoms are a matter of perception and relying on a both 
‘bottom up’ processes, the recognition of physiological changes in the state or 
function of the internal organs, and on ‘top down’ cognitive processes influenced by 
the meaning the individual assigns to the somatic sensation, as well as on the baseline 
mood and affective responses of the individual (Brownlee et al., 2000).
Expectation and beliefs, either in the form of illness templates or in the form of 
suggestion, play an important role in this process (Kaptchuk et al., 2008; Leventhal et 
al., 1984; Pennebaker & Skelton, 1981; Wise et al., 2009).
Illness representations, such as the ones identified for food intolerance in this thesis, 
not only help the individual make sense of experiences that are occurring at the time, 
they also inform the individual of what else to expect in the illness experience (Bishop 
et al., 1987; Bishop & Converse, 1986; Lacroix et al., 1991). This can lead to an 
increase in both the number and intensity of the symptoms experienced, with 
individuals self-scanning and focusing attention inwards, attending more readily to, 
and adopting an illness representation for, somatic sensations that might otherwise 
have been ignored (Barsky et al.,1988; Bishop & Converse, 1986; Cioffi, 1991; 
MacGregor & Fleming, 1996; Pennebaker & Skelton, 1981; Shields et al., 1989; 
Villemure & Bushnell, 2002). However, it can equally lead to a recovery and 
cessation of symptoms where an illness template suggests this should be expected.
The powerful role of expectation and belief in symptom experiences has been studied 
in health psychology, as was discussed in detail in the introduction to this thesis, in 
terms of the placebo and nocebo effects (Kirsch, 1985; Stewart-Williams, 2004; 
Williams & Martin, 2002). These effects describe the phenomenon that individuals 
can be encouraged to experience either symptom onset and exacerbation, or symptom
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relief and alleviation, having been convinced that the ingestion or inhalation of inert 
substances, or the use of a sham procedure, will effect this (Brannon & Feist, 1997). 
Further, placebos and nocebos have been seen to produce actual physiological effects 
after multiple pairings with an active agent, explained by the theory of classical 
conditioning, and the broader principle of associative learning (Hyland, 2011; 
Montgomery & Kirsch, 1997; Staats et al., 1998).
While the influence of belief and expectation have been demonstrated in relation to 
the efficacy of treatment, they have also been seen in relation to the beliefs about self- 
efficacy in the treatment of an illness, with the perception of personal control being 
found to be positively associated with the adaptive outcomes of physical, role and 
social functioning, as well as psychological well-being and vitality (Moss-Morris et 
al., 1996; Scharloo et al., 1999; Targosz, Kapur, & Creed, 2001). The perception of 
self-efficacy in treatment and management was, for example, seen to be related to 
recovery in stroke patients such that patients who focused more on the intemal/self- 
care reasons for recovery, allocating the responsibility for recovery to themselves, 
were less disabled six months following their stroke event than those who did not 
have this focus (Johnston et al., 1999). However, some of the benefits and outcomes 
achieved through self-efficacy are suggested not to be as a direct result of belief, but 
via the benefits of better adherence to treatment and therefore better disease 
management.
The understanding of the importance and influence that beliefs, expectation and 
illness representations have in symptom perception has lead to frequent ‘all in the 
mind’ assertions in the interpretation of the symptom experiences and symptom relief 
seen in ambiguous disease concepts, such as food intolerance. However, their 
influence has also been witnessed in the recovery from unambiguous conditions. An 
example of this was provided by Petrie et al. (1996), studying myocardial infarction 
patients, who identified that representations of a short timeline and only minor 
consequences for the condition, was indicative for earlier return to work (functional 
recovery) than could be accounted for by the objective severity of the individual’s 
condition.
Therefore, regardless of whether or not there is a direct physiological causal
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mechanism at work in food intolerance, the illness representations and interpretations 
that are portrayed of it in its discussion will have an influence on how it is 
experienced by those who believe they have the condition.
The interpretation of the food avoidance management strategy as an effective and 
accessible treatment within the grasp and gift of the individual was a common central 
template in the experience of food intolerance. However, it is of importance to note 
that, while this interpretation was, for the individuals who perceived food intolerance 
in themselves, a fast held personal reality based on their own lived experience, there 
were also other potential and directly expressed vested interests in this interpretation 
of food intolerance. The general practitioners were of the view that even though they 
may still hold a pathology-based interpretation of the cause of the symptoms, food 
intolerances’ embedded food avoidance management strategy de-medicalised the 
treatment. It took the burden of responsibility for treatment out of the realm of 
medicine and into the hands of patients themselves. Although patients required some 
general guidance and monitoring in case it was taken to extremes, the food avoiding 
strategy held less potential for iatrogenic consequences than the very limited 
treatments general practitioners had to offer.
In the media, however, reasons for those journalists and newspapers supporting this 
perspective (see Chapters 3 and 4 for dissenting views) could be attributed to a 
number of reasons such as personal conviction, or potential in representing this view 
for marketing the newspaper, or possible commercial interest in promoting one or 
more products. While these reasons can only be hypothesised, given the research 
design and methodology, it became evident during the research process that specific 
advertising material was being presented in the newspapers as interest pieces and 
health features.
6,2.4 An uncertain but plausible diagnosis
The fourth component evident across all the perspectives was that food intolerance 
was interpreted as an uncertain diagnosis with many plausible but, as yet, unproven 
theories surrounding it.
As described in the introduction to this thesis, the term ‘food intolerance’ has neither a
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specific definition nor an agreed scientific understanding in the literature. It has been 
used in the scientific and medical literature with extreme breadth to cover all adverse 
symptoms, experiences and reactions to food, as well as being used with narrow 
specificity for a limited subgroup of conditions (Anderson & Sogn, 1984; British 
Nutrition Foundation, 2002; Ortolani & Vighi, 1995; Zopf et al., 2009). There is also 
no clear or universally verified route to diagnosis in formal medicine, and the efficacy 
of commercially available tests purporting to diagnose ‘food intolerance’ is viewed 
with scepticism by scientific and medical specialists (Jenkins & Vickers, 1998; 
Ortolani et al., 1999; Ortolani & Pastorello, 2006). Furthermore, epidemiological 
studies investigating the prevalence of food intolerance have identified that while 
between 12.4% to 34.9% of the general population believe they have symptoms 
caused by specific food ingestion, an objectively verified reaction to the food can only 
be substantiated for at most 3.7% (Zuberbier et al., 2004).
The ambiguity about food intolerance, evident in the scientific literature, could clearly 
be seen reflected in the interpretations of the general practitioners as they built the 
hierarchies in their ‘spectrum’ of food intolerance. Similarly, the media held many 
and varied representations about potential mechanisms that may mediate food 
intolerance and the methods that could and could not identify food intolerance in an 
individual. While not specifically raising theories about mediating mechanisms, the 
individuals who experienced food intolerance themselves were of the view that 
sciences had not yet understood food intolerance or its specific cause.
Although an acknowledgement of the scientific uncertainty was seen across all the 
perspectives, how it was further interpreted and then experienced varied. In light of 
the lack of scientific evidence to definitively identify food intolerance in any specific 
individual, or to support it as a distinct condition in general, the general practitioners 
would not believe they could initiate such a diagnosis nor could the general 
practitioners actively support individual patients in their belief in food intolerance as 
the cause of their symptom experiences. However, as food intolerance as a concept 
was uncertain, rather than rejected, in the medical and scientific literature, the general 
practitioners felt comfortable in negotiating a balance between their own beliefs and 
the patient’s that facilitated a practical way forward in the patient’s management.
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For the individuals who believed they had food intolerance, the scientific uncertainty 
about it played some part in the difficulties they perceived in maintaining the food 
avoidance strategy in social situations. While they were also influenced by issues of 
taste preferences and cravings, those individuals found that the combination of the 
social importance of food and of eating behaviours with food intolerance’s scientific 
uncertainty made declining or avoiding specific foods difficult in social settings and, 
they asserted, led to lapses in their food avoidance strategies.
The media, in comparison, took various stances in the interpretation of food 
intolerance in the light of the uncertainty about it, as illustrated in Chapter 4, the 
discourse analysis, of this thesis. The uncertainty was used in the media in some cases 
to cast doubt on the diagnosis and to demean the character of individuals who 
believed they had food intolerance, while in others it was cited in the denigration of 
the medical and scientific professions for the difficulties individuals had in achieving 
a definitive diagnosis.
The experience of medically unexplained symptoms is common in the general 
population and the lack of a name for the symptom or illness experience is 
problematic for both the patient and the clinician, with the patient holding an illness 
interpretation of their experiences and the clinician unable to find any underlying 
medically recognised physical pathology (Hartz et al., 2000; Lundh et al., 2004; 
Zantinge et al., 2005). Over the decades there have been several general explanatory 
theories for this phenomenon, such as hypochondriasis, somatisation, and pseudo­
disease, each of which hold the underlying assumption that, as the clinician cannot 
prove a physical mechanism at play, the cause must be psychological, emotional, or 
social (Nettleton, 2006; Peveler et al., 1997; Wessely et al., 1999). However, while 
the desire for greater clinical certainty is one of the important driving forces in science 
and research, it has been suggested that the advances in science and medicine have 
instead highlighted how little we still know and understand about our bodies and 
minds (Sorenson 1974; Wolf et al., 1985). Moreover, the history of medicine, with 
the unfolding of new diagnostic technologies and changing interpretations of the 
definition of illness, has lead to an inherent uncertainty in its experience and practice 
today (Crawford, 2004; Fox, 1957; Fox, 1980). While a condition may be interpreted 
at one stage to be of psychosocial origins, advances in medical science may later
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elucidate and establish its physical origins, as in the history of epilepsy (Eadie & 
Bladin, 2001). Equally, while the prevailing culture may define a particular set of 
symptoms or experiences as willful deviance or personality flaw, a change in the 
culture and beliefs in medicine may alter the interpretation of illness, as seen in the 
history of shell-shock and post-traumatic stress disorder (Jones, 2003). This 
understanding and knowledge of the limits and history of medicine was evident in the 
experience and interpretation of the uncertainty that surrounds food intolerance.
6.3 Implications for theory, practice and future research
This thesis investigated the experience of food intolerance and its findings offer 
insights relevant for theory, practice and future research in this area.
6.3.1 Implications fo r  theory
While previous research studies have investigated food intolerance from a medical 
perspective and provided biomedical explanations of the condition, this thesis has 
provided an insight, from a psychology perspective, into its experience.
Food intolerance is a condition for which there is no definite pathological basis. The 
label ‘food intolerance’ is used in the scientific literature without specificity, relating 
to a range of food-related conditions with varying mediating mechanisms and, in the 
majority of individuals who perceive that they have food intolerance, no objective 
verification of a reaction to food can be found (Jansen et al., 1994; Zuberbier et al.,
2004). There are several other conditions and symptom syndromes that demonstrate, 
at first glance, a similar clinical picture, having no identifiable pathological basis and 
no diagnostic route to objective verification. These include conditions such as chronic 
fatigue syndrome, repetitive strain injury, multiple chemical sensitivity, reactive 
hypoglycemia, fibromyalgia and irritable bowel syndrome (Adamson, 1997; Arksey, 
1998; Ford, 1997; Horton-Salway, 2001). The general interpretations about the 
experience and occurrence of these phenomena have been explained by two main 
theories - functional somatic syndromes and pseudo-disease. Indeed, there have been 
some academic papers that, although not focused on food intolerance, have included it 
in passing in their discussion of these conditions and asserted a compatibility with 
these explanatory theories (Ford, 1997; Shorter, 1997). However, the hypotheses
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generated from the findings of this thesis imply that the experience and interpretation 
of food intolerance does not sit well within these theories.
The principles underpiiming the theory of pseudo-disease suggests that the individual 
has an attachment to an illness identity, one with associations to physical disease, in 
the hope of gaining access to the associated rights of the sick role (Ford, 1997; 
Shorter, 1997). The theory and interpretation of pseudo-disease is generally applied to 
situations where there is a continual seeking of a formal diagnosis in the professional 
health care setting despite an absence of evidence of physical or clinical pathology. 
Pseudo-diseases rely on the uncertainty inherent in medicine attaching to conditions 
that have a limited scientific comprehension, and enough medical plausibility to make 
them a credible diagnosis, but without the scientific clarity or firm diagnostic 
processes necessary for certainty (Shorter, 1997).
There are aspects of the experience and interpretation of food intolerance identified in 
this thesis that would fit with such a theoretical interpretation of the condition. Food 
intolerance is a general term used in the scientific and medical literature to encompass 
many well-established conditions, and could be interpreted as gaining some credibility 
from this. It is also at the fringe of medical and scientific understanding, with 
diagnostic processes complicated by a lack of specificity and sensitivity but still 
regarded as having a degree of plausibility. However, the findings of this thesis also 
suggested that food intolerance was not interpreted or held onto as an illness 
experience, nor was there an expressed or perceived attempt by individuals who 
believed they had the condition to access the rights of the sick role. This would imply 
a lack of fit in some key areas of the theory of pseudo-disease.
Functional somatic syndromes, in comparison, provide a label and a defined collection 
of otherwise unexplained symptoms. The theory and concept of the functional somatic 
syndrome, in the early days of the term’s use, was generally seen as a positive move 
away from the overtly psychological interpretation of illness experiences in the 
absence of pathology, and perceived as simply descriptive of the symptom 
presentation at its most basic level (Mayou, 2000; Wessely et al., 1999). Functional 
somatic syndromes are defined by their specific sets of symptoms, for example 
‘irritable bowel syndrome’ is defined by the experience of abdominal pain with
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altered bowel habit, either in the form of diarrhoea or constipation, in the absence of 
observable pathology. There are many different functional somatic syndromes, 
encompassing many of the same symptoms, however, it is the particular groupings 
and symptoms sets that define which specific functional somatic syndrome is 
diagnosed.
Again, there are possibly some aspects of the experience and interpretation of food 
intolerance identified in this thesis that would fit with such a theoretical interpretation 
of the condition. The label ‘food intolerance’ is descriptive of the experience, and is 
used in situations where no pathology has been identified. However, the findings of 
this thesis suggest that food intolerance does not have a specific set of symptoms that 
could be used to define it. Instead, food intolerance was experienced with a vast 
multiplicity of symptoms in general, and a wide variety of symptoms between 
individual cases indicating no such diagnostic specificity in the experience and 
interpretation of this condition. This implies, again, a poor theoretical fit.
However, rather than corresponding with the concepts of pseudo-disease or functional 
somatic syndromes, the hypotheses established in the findings of this thesis suggest 
that food intolerance may sit better within the theory of self-diagnosis and lay 
remedies.
Scientific evidence and the medical profession have an important authority in western 
society’s experience and interpretation of symptoms and illness, and place precedence 
and emphasis on the value of ever-increasing levels of ‘evidence’ in all aspects of 
medical care (Atkinson, 1984; Katz, 1984; Timmermans & Berg, 2003; Schryer et al.,
2005). The lay sector has instead, been found to utilise the creation of practical 
epistemologies, accepting more readily attainable standards of evidence and 
embracing new theories of causality (Barker, 2008; Brown, 1992; Madden & Sim,
2006). Within these theories, the self-diagnosis process is suggested to be facilitated 
by a broad diagnostic criterion and the inclusion of many common symptoms, in a 
manner that permits access by most individuals (Barker, 2005). The form of the 
explanations in lay diagnoses is seen to borrow heavily on the established wisdom of 
medicine and science in both the language and hypotheses that are used to create it 
(Kroll-Smith & Floyd, 1997). The theory suggests that self-diagnoses generally
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involve remedies that are non-medical and readily accessible, such as diet, behaviour 
and lifestyle changes (Cooper, 1997; Barker, 2005). All these aspects have been 
identified in the findings of this thesis in relation to the experience of food intolerance.
In summary, the findings and hypotheses established in this thesis imply that the 
theories and concepts of pseudo-disease and functional somatic syndromes do not 
correspond adequately enough to be used to describe the experience and interpretation 
of food intolerance. The theory and concepts of self-diagnosis and lay remedies, 
instead, provide a better theoretical basis. Again, it must be noted that, while making 
these theoretical connections this thesis is not taking a stance on the ‘reality’ of food 
intolerance, nor on the mechanisms that mediate it. This thesis is exploring how food 
intolerance is experienced and interpreted, and not attempting to define what food 
intolerance ‘is’.
6.3.2 Implications fo r practice
The scientific literature suggests that food intolerance as a diagnosis in general is not 
yet supported by empirical evidence, nor is there objective evidence in support of its 
diagnosis in the vast majority of patient cases (Anderson, 1991; Jansen et al., 1994; 
Young et al., 1994; Woods et al., 2002; Zuberbier et al., 2004). Regardless of the 
scientific scepticism about this condition, or the lack of objective evidence to support 
the interpretation, a large proportion of the general population believe that they have 
food intolerance and many change their lifestyle and behaviour accordingly (Knibb et 
al., 2000; Monsbakken et al., 2006).
It is not uncommon for clinicians and patients to hold differing views about an illness 
in general, or what it means in a specific case (Sperry, 2009). However, a shared 
understanding of the problem at hand is important in the therapeutic relationship 
between doctor and patient and has been seen to influence symptom control, 
adjustment, and adherence to medication and treatment regimes (Razavi et al., 2000; 
Stewart, 1995; Tumberg, 1997). While it is not always possible to achieve a complete 
consensus between the views of the doctor and those of their patient, in terms of the 
treatment, the causes or the consequences of the condition, particularly when dealing 
with an emergent or uncertain diagnosis, finding some initial common ground in at 
least one aspect of the experience will support the therapeutic relationship (Sperry,
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2009).
The findings of this thesis showed that general practitioners and the individuals who 
believe they have food intolerance hold very different views and understanding of 
food intolerance. This could negatively affect the therapeutic relationship between the 
doctor and patient, and care should be taken to elicit the precise interpretations the 
individual holds in order to maintain a good therapeutic relationship. However, as 
well as the differing interpretations found between general practitioners and their 
patients, a shared belief was also identified, that patients do feel better for acting on 
their food intolerance beliefs and avoiding the foods to which, they judge, they are 
intolerant, even though the two parties’ explanatory views of this improvement were 
not actually in alignment.
While maintaining and developing a good working relationship is one aspect of the 
intention of elucidating the patients’ representations of their experience, the careful 
questioning in the process of elucidation is also intended to facilitate patient 
education, finding the misunderstandings that require correction and guidance, 
particularly about cause, treatment and consequences (Sperry, 2009). , In clinical 
consultations involving uncertain diagnosis or medically unexplained symptoms, 
medicine has little to offer in place of the patient’s own explanations. Indeed, focused 
interventions, such as reattribution practice, and pharmacological management that are 
used in such situations, have been found to have a limited impact on patient outcome 
(Gask et al., 2011; Henningsen et al., 2007; Toft et al., 2010).
The findings of this thesis identified that, in the experience of food intolerance, 
general practitioners chose at times to support the patient’s food avoidance strategy 
and not to impose their own clinical interpretation of the uncertainty of this condition, 
both because of the limitations of the treatment they could offer and in order to 
maintain a good therapeutic relationship. The general practitioners’ conscious 
decision not to express this difference was professionally and self-critically justified 
by them and cannot be perceived as being either collusive or self-serving. This 
finding of the thesis implies that there is the potential for a shared understanding that 
may facilitate a good therapeutic relationship between the general practitioner and the 
food-intolerant patient.
214
As mentioned above, this thesis found a shared belief between the doctors and 
individuals -  that patients do feel better for acting on their food intolerance beliefs and 
avoiding the foods to which they believe they are intolerant. As the clinicians’ only 
options, reattribution or specific drug therapy are of limited benefit (Gask et al., 2011; 
Henningsen et al., 2007), the findings of the thesis indicate that there may be some 
benefit in allowing the patient, under a degree of supervision, to continue with their 
food intolerance management strategy. It must be noted that this thesis is not 
suggesting blindly supporting an unproven treatment, but instead, finding a way to 
stay true to the facts while cautiously supporting the patient’s own perceived effective 
treatment.
6.3.3 Implications fo r  future research
The hypotheses proposed through the findings of this thesis raise some interesting 
questions and indicate some avenues worthy of further research into the experience 
and interpretation of food intolerance.
The findings of this qualitative research indicated a powerful belief and representation 
of food intolerance’s embedded treatment strategy, food avoidance, as an effective 
and accessible solution, and it is proposed in this thesis that clinical practice could 
possibly, with a degree of supervision, ‘permit’ the food intolerant patients to continue 
with their personal treatment strategy. The potential problem with this suggestion, is 
the risk of nutritional deficiencies causing additional damage and harm, and the food 
avoidance practice being taken to the extreme. Clinical practice and the support of 
individuals presenting with food intolerance in the primary care setting would be 
enhanced by further research and investigation in this area, identifying the actual 
nutritional intake and food avoidance practice of individuals in the general population 
who perceive they have food intolerance. There has been a previous study examining 
the eating and nutritional practices in perceived food intolerance (Monsbakken et al.,
2006); however, it had a study population of individuals perceiving food intolerance 
as part of a further diagnosis which also had dietary and nutritional consequences. 
Similarly, while they did identify that the dietary intake was not sufficient in itself to 
provide a nutritional balance, it was not clear to what extent health was potentially 
compromised, and whether the dietary practice could have been sufficiently supported
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through the use of vitamin and mineral supplements commonly used and available on 
the high street.
A coincidental finding of this thesis came fi*om the conduct of the content analysis 
study. It identified that there was a regular presentation of advertising material and 
commercial promotions in the media, relating to food intolerance and its diagnostic 
process, given in the guise of a health or lifestyle feature article without any statement 
as to the origins or vested interests that lay behind the specific presentation and 
representations within. While the power and influence of the media in shaping both 
what the population thinks about and the ways in which they think is well established 
(McCombs, 2002), the effect that this active promotion of food intolerance has in the 
propagation and experience of the condition is not understood. Elucidation of any 
potential effect would be important both as health promotion and consumer protection 
issues, and as a health protection issue, particularly if the dietary changes suggested 
do in fact lead to a significant nutritional compromise.
6.4 Methodological limitations of the thesis as a whole
Each of the research studies undertaken for this thesis had limitations and these have 
been discussed in each of the four relevant chapters. However, the thesis as a whole 
also has limitations and it is this global interpretation that will be discussed here.
This thesis has been entirely qualitative, exploratory and descriptive in nature and, 
given the condition’s ambiguous biomedical status and the type and focus of the 
previous research studies that had been conducted in the investigation of this 
condition, such a qualitative, exploratory and hypothesis-generating investigation of 
this phenomenon was apposite and timely. However, this means that, while providing 
rich and illuminative insights into a broad range of experiences and interpretations of 
food intolerance, and generating hypotheses in an area that was otherwise unstudied, 
the hypotheses generated have not been tested or further substantiated. Therefore, the 
findings cannot be generalised from the four individual studies, nor can there be 
conclusive recommendations from the thesis as a whole. A further limit to the 
generalisability of the findings of this thesis is its situation within the evolutionary 
stage of scientific understanding that food intolerance currently inhabits. While the
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mediation, cause and true prevalence of food intolerance is uncertain in science and 
medicine today, it may well become better understood in the future, and this will 
influence and alter its experience.
The methodology of the first and last studies, in relation to the perspectives of those 
believing themselves to have food intolerance and of the general practitioners, 
included considerable in-depth questioning that permitted, for example, conflicting 
views and motivation for views held and/or expressed to be explored. The second and 
third studies on the media perspectives used content and discourse analyses which 
offer no possibility to interrogate the views and motivation of the journalists nor, 
indeed, of the subjects of whom they write. This could be seen as a regrettable 
unexplored avenue, perhaps especially in the case of the third study of two powerful 
articles, offering opposing positions and descriptions, one positive and one negative.
The use of triangulation, through varying either methodology or gathering further 
forms of empirical material in a specific area of investigation, has been used in other 
qualitative, exploratory and hypothesis-generating investigations in an attempt to 
provide greater external validity and credibility for the findings generated 
(O’Donoghue & Punch, 2003). Indeed, it could have been possible to narrow the 
focus of inquiry in this thesis, examining just one perspective on this subject, such as 
the lay experience of the condition, and then attempt to produce methodological 
triangulation. However, generalisability was not the aim of this thesis, nor is it 
consistent with the philosophical principles that underpiimed it. The aim was instead 
to develop a rich insight into the interpretations of food intolerance from the range of 
sources generally known to provide the information used by individuals to interpret 
and make sense of illness episodes. The methodology used and variety of 
perspectives investigated in the thesis facilitated this.
Each of the studies undertaken for this thesis examined the interpretation of food 
intolerance within different domains, and these domains were chosen because they are 
generally known to influence the formation of an individual’s personal illness 
representations -  the domains being the individual’s personal experience (Chapter 2), 
two different external sources of health information: media sources, represented in 
this case by newspapers (Chapters 3 and 4) and formal sources, represented in this
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case by general practitioners (Chapter 5). However, while they are known in theory to 
be important sources of information used in the interpretation and understanding of 
illness experiences, possible interplay between the interpretations and understandings 
of illness experiences held by the three domains could not be explored or established 
because of the constraints within the thesis design and study methodology.
6.5 Conclusions
This thesis has identified that food intolerance is interpreted not simply as an illness, 
nor as a route to the sick role, but as an explanation for a vast number of the common 
and nonspecific symptoms that occur in the general population and that often remain 
without medical explanation. Central to this experience of food intolerance is its 
embedded solution, the avoidance of specific foods, which is portrayed as being both 
effective and within the grasp and gift of the individual. However, despite the 
perception of self-efficacy in the treatment and management of the condition, 
maintaining the food avoidance management in social situations is perceived as 
problematic due to the combination of the social importance of food and of eating 
behaviours with food intolerance’s scientific uncertainty.
Implications for theory from the research set food intolerance within the health- 
orientated theory of self-diagnosis and lay remedies rather than within the illness- 
orientated theories of functional somatic syndromes and pseudo-disease. The findings 
from the thesis’ research studies suggest that, with the dearth of medical options for 
addressing the professed symptoms of food intolerance, there may be a justification 
for the general practitioners cautiously supporting patients’ own management 
strategies of specific food avoidances. In this, however, it is suggested that there is a 
need for a degree of guidance for patients from their general practitioners to ensure 
nutritional well-being.
The above implication for practice leads directly to a suggested focus for further 
research in the area of food intolerance -  the investigation of food avoidance practices 
and of nutritional intake and well-being. The constituent studies of the thesis had 
methodological constraints that led, inter alia, to an investigative gap in researching 
how the active positive view of food intolerance purveyed by the majority of printed
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media actually impacts on the thinking and actions of readers. Such further research 
would have importance in health promotion and protection, as well as in consumer 
protection.
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NHS Ethical Approval
Multiregional NHS ethical approval was granted by the Greater Glasgow NHS 
Research Ethics Board on the 4^  ^ of October 2005 with the reference number 
05/S0703/88.
The annual report of the ethics board is presented in the following pages of this thesis 
as evidence of the granting of ethical approval. The reference to this specific study 
can be found at the top page 297.
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Chairman’s Report for West Ethics Committee 1 & 2.
Tlie standard o f  ethical review  and operational aspects o f  W est Etliics Com m ittee 1 
w ere subject to independent review  in February; I am  delighted to report that, despite 
being warned that w e were unlikely to satisfy the standards they sought, w e managed 
to  do so w ithout any subsequent points o f  clarification. At W est Ethics Com m ittee 
I ’s m eeting in Febm aiy  we w ere observed througljout by  ou r assessors and they 
reported satisfaction w ith the com m ittee’s procedures.
W e continue to  have a cohort o f  enthusiastic, thorough and careful committee 
m em bers w ho have a pile o f  papers o f  approxim ately 4  cm tlrickness to read every 
month. M any are involved in  providing advice betw een m eetings as well. W ithout 
the com m itm ent o f  EC m em bers it w ould be im possible for research to proceed in the 
NHS. 1 am sure that others are not aware o f  the  amount o f  w ork involved in  being an 
Ethics Com m ittee m ember. Those w ho are involved in NHS w ork alm ost always 
have to read the papers in tlieir ow n tim e and lay membere not only give up this tim e 
but also g ive up their time for the  meetings, w hich are now substantially longer as 
m ore and more investigators attend w hen their projects are being  assessed. I  would 
like to take the opportimity to thank all our com m ittee members.
Finally, 1 am extrem ely grateful fo r the expertise, guidance and constant 
administrative support given by M rs Andrea Torrie and Sharon Jenner, W ithout their 
efforts the com m ittee sim ply could not operate.
W e have see a  num ber o f  challenges in the past year w ith som e difficult projects to 
assess but I hope w e’ve given satisfactory guidance to  researchers and I hope this 
guidance w ill see productive research being facilitated for the sake o f  patients and 
s taff alike.
J  A  H unter 
Chairman.
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NOR n i  GLASGOW UNI V ERSIIY  HOSPITALS NHS DIVISION 
W EST LRECs (1)&  (2)
AbMMISTRATORS ANNUAL REPORT 2005/6
This report covers the period 1“ A p ril 2005 to 31** M arch. 2006.
G enera l
The nationai Application form and RED (Research Ethics Database) are now being well 
used and investigators seem to be getting used to  the new application system whicb 
appears to be working well -  although there are  still some m inor problems/additions 
with the database which Inhioetica/COREC are working on.
Despite a slow start in 2004 after the new application form and system came into being - 
submissions for this past year have picked up and both of our Committees have been 
busy over this 12 m onth period as can be seen from the attached project list. The 
Committees mainly have full agendas due to having recehed recognition hy COREC as 
type II and type H i committees. This means th a t they received allocated submissions -  
UK wide through the Central Allocation System (CAS) for each meeting.
A dm in istra to rs  U pdate :
The G R I committees are in the process of merging and intend to be one committee 
within the next month o r two. D r J  B Neilly will act as Chairm an and Dr Malcolm 
Booth will take on the role of Vice-Chair to the amalgamated committee.
W est Ethics Committee (I)  w ere chosen to take p a rt In the first group of committees 
(only 3 in Scotland) to go through the National Accreditation Review by external 
agencies (commissioned by COREC) during the m onth of February, 2006 and were 
delighted to achieve “ full accreditation status” a t first go. This committee has now been 
recognised to review multi-site Clinical Trials o f Medicinal Products (CTIMPs) U K wide 
and is one of a  small num ber of committees to have achieved this status at first review.
I t  is anticipated that W est EC(2) will require to undergo this process in the coming year. 
However, due to problems with the accreditation process in England, this program m e of 
review has been suspended for the time being.
W orkload;
Due to the enormous am ount o f documentation/adm inistration now required by 
COREC (i.e. 43 standard letters. Standard Form s, etc ) together with numerous and 
regular changes to the RED database and associated documentation -  our 
A dm inistrators are  iinding this extra bureaucracy both time consuming and 
burdensome. Adm inistrators are also having to support investigators through 
the new system to ensure th a t the documentation presented to the Committee members 
is "valid” . Version 3 o f the Standard Operating Procedures (SOPs) came into being in 
July, 2005 and these are being used by all Glasgow Adm inistrators.
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Training
GCiNHS Board again took its  responsibilities in regard to training extremely seriously 
and set up two separate training sessions for its LREC members. Induction training 
was held for all "new-starts*' who have been recruited since the last session in 2004 and 
one for all members of G reater Glasgow LRECs.
The Induction training session for the new members was undertaken by The Centre for 
Professional Ethics from Keele University (as In previous years) and was held locally in 
the W estern Infirm ary Unisersity Lecture Theatre. This took place on 25"’ April, 2005.
A joint training session for ail members of G reater Glasgow NHS Boards Ethics 
Committees was held in the W alton Conference Centre a t the Southern G eneral on 23"* 
M ay, 2005 - 75 members in total attended what was an extremely interesting and 
informative day. This training session cos ered some of the issues which trouble LRECs 
Le. Qualitative Research, EU Directive/ICH/GCP, Tissue storage and retention. Data 
Protection/Freedom of Information. The speakers were both local and external.
Separate sheets o f attendees for both sessions for the West Committees is attached.
COREC who have assumed responsibilities (via the National Patient Safety Agency - 
NPSA) for Research Ethics Committees nationally have held several training sessions 
for adm inistrators on the database and EU Directive and both myself and Sharon 
Jenner (West Admin Assistant) have attended th ese .
The forthcom ing year 2006/7 will no doubt yet again provide an Interesting challenge 
and hopefully a more settled adm inistrative outlook for all LREC administrators.
Andrea H  Torrie
Ethics M anager -  West Ethics Committees 
June, 2006
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ETHICS COMMITTEE - MEETING PATES FOR 2006
New submissions should be in the hands o f  the LREC Administrator at least one day before the 
deadUne (see dates below). This is to ensure that the documents are valid* and to allow time for any 
changes/additions, since invalid submissions cannot be accepted on to an Agenda. The maximum 
number o f new submissions each Committee will review is 10 and it should be noted that valid 
submissions will be placed on the Agenda on a first come first served basis. Once the Agenda is full, 
all other submissions will be held over to the next meeting.
Ethics Committee 1 Ethics Committee 2
M eeting  D ate #Submission Deadline 
d.OOnm
M eeting  D ate
lOJANUARY 19 DECEMBER 200S 17JANUARY
7 FEBRUARY 23 JANUARY 21 FEBRUARY
7 MARCH 20 FEBRUARY 21 MARCH
4APRIL 20 MARCH 18 APRIL
2 MAY 17APRIL 16 MAY
6 TUNE 22 MAY 20 JUNE
4 JULY 19 JUNE 18 JULY
1 AUGUST I 7 JULY 15 AUGUST
5 SEPTEMBER 21 AUGU^ 19 SEPTEMBER
3 OCTOBER l&SEPTEMBER 17 OCTOBER
7  NOVEMBER 23 OCTOBER 21 NOVEMBER
5 DECEMBER 20 NOVEMBER 19DECEMBER
*To ensure that an application is valid, it must be:
•  Fully completed in typescript and on the current application form.
• Signed by all relevant personnel
•  Accompanied by all relevant attachments. (All documents to be given to patients (Information 
Sheets, Questionnaires etc) must be dated and given a version number.
Completed Applications/ Amendment Requests to be sent to: Mrs A H Torrie
Ethics Manager 
West Ethics Committee 
Western Infirmary 
Dumbarton Road 
Glasgow
#ApDlications will not under anv circumstances be accepted after the above deadline.
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COMPOSITION:
1 HE WEST ETHICS COM M IITKE
Your study will he considered bv a quorum 16 or more) of the under noted C^omniittec 
Members
COMMITTEE
(Meets T' Tuesday of each Monttil
NAME STATUS AFFILIATION APPOINTED
Dt J Hunter Chairman Rheumatology 2003
Dr A Binning Vice Chairman Anaesthetics 2003
Mrs A H Torrie Administrator Ethics Office 2003
Ms J Doughty Trust Employee Consultant Surgeon 2004 (April) retired
Dr K. Hanretty Trust Employee Gynaecology 2003
Sister A MeLinton Trust Employee Oncology 2001 Retired
Mr C Rodden Trust Employee Pharmacy 2003 (Nov)
Dr C Weir Trust Employee Acute Medical 2003 (Sep)
Prr>f D Slewart-T'ull Expert Immunology (Retired) 2003 (June)
Mr R Donald Lay Member Engineering (Retired) 2003 (June)
Mrs A Lees Lay Member Housewife 2003
Mr R Sim Lay Member Investments (Retired) 2003 (June)
Dr J Thorbum Lay Member Anaesthetics (Retired) 2003
Dr I Robertson Trust Employee Inteiventional Radiologist 2004 (Dec)
Prof H Watson Expert Research 2004 (Dec)
Dr 0  Robertson Trust Employee Oncology 2004 (Nov)
Dr D Attwood Trust Employee Dentistry 2004 (Dec)
Ms C Cowan Trust Employee Oncology 2006 (Jan)
Dr I. A McLintock Trust Employee Haematology 2006 (Apr)
COMMITFEE 2
( Meets 3 Tuesdav of each monthl
NAME STATUS AFFILIATION APPOINTED
Dr N Pace Chairman Anaesthetics 2003
Mrs A 11 Torrie Administrator Ethics Office 2003
Sister C Donald Trust Employee Renal 2003
Dr E Douglas 
Dr R Soutar/
Trust Employee Pharmacy 2004 (Oct)
Dr N Lucie Trust Employees Haematology 2003
Dr S Humphries E xpat Research 2003 (June)
Dr S Langridge Expert Gaieral Practice 2003 (June)
Professor B Partit! Expert Research 2003 (Jime)
Prof C Robertson Expert Statistics/Modelling Science 2003 (Nov)
Rev W Currie Lay Member Clergy (Retired) 2003
Mr J McHugh Lay Member Insurance 2003
Mrs If Miller Lay Memba Teaching (Retired) 2003
Mr K- Wallace Lay Member Surveying (Retired) 2003 (June)
Mrs J Wardlaw Lay Member Pharmacy (Retired) 2003
Dr R Lindsay Trust Employee Consultant Physicim 2004 (Dec)
Prof M Gilhooly Expert Research 2005 (Nov)
Dr M T Hosey Trust Employee Dentistry 2006(Feb)
Dr A Crighton Trust Employee Dentistry 2006 (Apr)
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GG NHS Board Local Research Ethics Committee 
Training Sessions -  (All committees)
initial Session
Monday 25*“ April 2005
N am e H ospital
A ktar M r SGH
B ell D r G Yorkhill
B rennand D r J YoddiiU
Broinby M r M G R Il
Carmichael M s C GGNHSB
Cotton D r P PTC 2
Curran D r SGH
Cuthbertson Ms L PCTl
Davies M r P PCT2
Douglas D r E W IG2
Jenner M iss S W IG
Lindsay D r R W IG2
M cCoIl D r I PCT2
M cKeivie M s F GRI
McM illan M r A Yorkhill
N oble D r S SGH
Paw ls L Yorkhill
R obertson D r G W IG
R obertson D r I W IG
R odden M r C W lG l
W atson P rof H W IG l
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GG NHS Board Local Research Ethics Committee 
Training Sessions 
23"" May, 2005
Dr Chris Weir West Ethics 1
Dr Derek Attwood West Ethics 1
Dr Elizabeth Douglas West Ethics 2
Dr G erry Robertson West Ethics 1
Dr Iain Robertson West Ethics 1
Dr John Hunter West Ethics 1
Dr John Thorburn West Ethics Î
Dr Nick Pace W est Ethics 2
Dr Norman Lucie W'est Ethics 2
D r Richard Soutar West Ethics 2
Dr Robert Lindsay West Ethics 2
Dr Sue Humphries West Ethics 2
Dr Sue Langridge West Ethics 2
Miss Sharon Jenner West Ethics 1 & 2
M r Colin Rodden West Ethics 1
M r Jim  McHugh West Ethics 2
M r Ken Wallace West Ethics 2
M r Robert Donald West Ethics 1
M r Robert Sim W est Ethics 1
M rs Alison Lees W est Ethics 1
M rs Andrea Torrie West Ethics 1 & 2
Mrs Helen M iliar West Ethics 2
M rs Jackie W ardlaw West Ethics 2
Prof Duncan S Tull West Ethics 1
Prof Hazel Watson West Ethics 1
Rev Bob Currie West Ethics 2
Sister Ann MeLinton West Ethics 1
Sister Catriona Donald West Ethics 2
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PARTICIPANT INFORMATION FORM
Food Intolerance Interview
Ethics Committee Code No: 05/S0703/88
Principal Investigator: Prof. Jane Ogden
Other Investigators: Dr M Ashworth, Dr J Rosenthal, Prof N Staines,
Prof R Jones, Mrs M Nelson, Miss J Pope
Enrolling patients: Mrs Mia Nelson
Food intolerance can  result in a  range of symptoms that can remain to mystery to 
both patients and doctors.
The study aims to develop and evaluate a  primary care  based practice nurse clinic 
for food intolerance. As part of it we would like to interview some people who hove 
been having symptoms to better understand the experience from the patient’s 
perspective.
The topics likely to be  covered during the interview ore your symptoms, your current 
lifestyle, previous tensions and  life history, what help you have tried to get, and  how 
you feel about the help you did/didn’t get.
The interview is expected  to take approximately 1 hour and will be tap e  recorded. 
The interview will be  held in the strictest confidence and will be  anonymised.
Patients that agree to take part in this study are free to drop out or change  their 
mind a t any time.
To discuss this study or find out more about the research clinic please con tac t Fran 
Marshall a t Dumbarton Road Surgery on 0141 959 631 lor Mia Nelson a t the 
University of Surrey on 01483 682 882.
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Unis
PARTICIPANT CONSENT FORM
Food Intolerance Interview
Ethics Committee Code No: 05/S0703/88
Principal Investigator: Prof. Jane Ogden
Other Investigators: Dr M Ashworth, Dr J Rosenthal, Dr S Wood, Prof N Staines,
Prof R Jones, Mrs M Nelson, Miss J Pope
Enrolling patients: Mrs Mla Nelson
We would like to invite you to take part in our research study of food intolerance however 
you are completely free not to do so if you so wish. The study aims to examine people's 
experiences of food intolerance and any associated symptoms and to explore whether they 
have sought help and whether they have found this helpful. As part of this study we would 
like to interview some people who have been having symptoms to better understand the 
experience from the patient’s perspective. The interview is expected to take approximately 
1 hour and will be tape  recorded. The interview will be carried out in confidence and your 
recorded interview will be ononymised. The topics likely to be covered during the interview 
are your symptoms, your current lifestyle, previous tensions and life history, what help you 
have tried to get, and how you feel about the help you did/didn't get.
If you agree to take part in this study you are free to drop out or change your mind at any 
time.
I____________________________________________________________________ (name)
of___________________________________________________________________ (address)
hereby consent to take part in the above investigation, the nature and purpose of which 
have been explained to me. Any questions I wished to ask have been answered to my 
satisfaction. I understand that I may withdraw from the investigation a t any stage without 
necessarily giving a reason for doing so and that this will in no way affect the care I receive 
as a patient.
S IGNED (Volunteer)__________________________________  Date___________
(researcher)   Date __________
You may inform my GP that I am participating in this study of food intolerance Y /  N 
3 copies required:- one for researcher, one for patient/volunteer, one for patient's notes 
For further information contact or Mia Nelson on 01483 682882
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UNIVERSITY HEADED PAPER
Food In to le ra n c e  Interview
Research Ethics Code Number:
{DATQ
Re: {PATIENT NAME}, {DOB}
Dear Dr {GP NAME},
Your patient, {PATIENT NAME}, has consented to take part in the above 
research study.
The study aims to develop and evaluate a  primary care  based practice nurse 
clinic for food intolerance. As part of it we are interviewing some patients 
who have been  having symptoms to better understand the experience from 
the patient’s perspective. The topics likely to be covered during the interview 
are the participant’s symptoms, current lifestyle, previous tensions and  life 
history, what help they have tried to get, and  how the individual feels about 
the help they did/didn’t get.
The interview is expected to take approximately 1 hour and will be  tap e  
recorded. The transcripts will all be anonymised.
Your patient is aw are that they are free to drop out or change their mind 
about participating a t any time.
If you would like more information about the study please contact either the 
research practice nurse {NAME}, on {TELEPHONE NUMBER}, or the research 
fellows based at the University of Surrey {NAMES}, a t {EMAILS}.
Yours sincerely.
{NAME}, {QUALIFICATIONS}.
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Illness representation codex
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Cause representations (generic factors) codex
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Abstract
Environmental
Air pollution
Chemicals/radiation
Bad weather
conditionning
Concrete
Contact with sick persons
Germs/viruses
Accident injury
Substance
Behavioral
Medicines (side effects)
Birth control pills
Caffeine
Cigarettes/tobacco
Alcohol
Drugs
Lifestyle
Sleep (too little/roudi)
Exerdse (too littlcAnuch)
Junk food
Too much (little) food
Vitamin shortage
Kon-adberence to medical recrmunendations
Non-hygienic practices
Unsafe sex
Genetic/biologic
Hidden
Heredity
Mutated gene
Chromosomal abnormality
Biological tendency
Age
Birth complications
Mystical
God’s punishment
Evil eye
Fate/destiny
Chance
Sinfiil thoughts/deeds
Unexplained cause
Psycho-social
hypodiondriasis
Character (e g. hostility)
Negative mood
Worries
FamilyAelationship stress
Work/school stress
Daily stress (e.g. driving)
Bad woric conditions
Bad life conditions
Foods codex
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Class Type Group
Plant A
01 Fruits
PC 001 Citrus fruits
FP 002 Pome fruits
FS 003 Stone fruits
FB 004 Berries and other small fruits
FT 005
Assorted tropical and sub-tropical 
fruits - edible peel
FI 006
Assorted tropical and sub-tropical 
fruits - inedible peel
02 Vegetables
VA 009 Bulb vegetables
VB 010
Brassica (cole or cabbage) 
vegetables, Head cabbages, 
Flowerhead cabbages
VC O il Fruiting vegetables. Cucurbits
VO 012
Fruiting vegetables, other than 
Cucurbits
VL 013
Leafy vegetables (including 
Brassica leafy vegetables)
VP 014 Legume vegetables
VD 015 Pulses
VR 016 Root and tuber vegetables
VS 017 Stalk and stem vegetables
03 Grasses
GC 020 Cereal grains
GS 021
Grasses, for sugar or syrup 
production
04 Nuts and Seeds
IN 022 Tree nuts
SO 023 Oilseed
SB 024 Seed for beverages and sweets
05 Herbs and 
Spices
HH 027 Herbs
HS 028 Spices
Animal B
06 Mammalian 
products
MM 030
Meat (from mammals other than 
marine mammals)
MF 031 MM Mammalian fats
MO 032 MF Edible offal (mammalian)
ML 033 Milks
07 Poultry products
PM 036
Poultry meat (including Pigeon 
meat)
PF 037 Poultry fats
PO 038 Poultry, Edible offal of
PE 039 Eggs
08 Aquatic animal 
products
WF 040 Freshwater fish
WD 041 Diadromous fish
WS 042 Marine fish
WL 043
Fish roe (including milt = soft roe) 
and edible offal offish: offal
WR 043
Fish roe (including milt = soft roe) 
and edible offal of fish: roe
WM 044 Marine mammals
WC 045 Crustaceans
09 Amphibians and 
reptiles AR 048
Frogs, lizards, snakes and turtles
10 Invertebrate 
animals IM 049
Molluscs (including Cephalopods) 
and other invertebrate animals
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General Practitioner Interview Transcript (GP9)
Speaker key
IV Interviewer, female speaker
IE Interviewee, male speaker
IV The, the study we’re doing is about, um, food intolerance, and, er, we’re just 
kind of interviewing, um, GPs around the, the country and, and finding out what 
people know and what they think about, and what they, um, feel about food 
intolerance. And could I start with, um, asking you, what, what you, what do you 
understand by food intolerance?
IE Um, it’s a... in, in medical terms or in, in, in [overtalking] lay terms?
IV Either. Either, either.
IE Right. Well, medically food intolerance is a perhaps either [?] an inability or a 
difficulty from the bowel or the digestive system to absorb, to digest, to metabolise a 
certain number of foods, aliments, ingredients. Um, giving out, er, a number of 
symptoms, um, which are very varied in terms of, um, the way people present, um, 
could be a change in bowel [?] habits for instance, or bloatedness, or some aches and 
spasms or whatever. Um, in, in lay terms, um, people... I think there is a confusion, 
um, um, in between [unclear] allergies and food intolerance, and very often patients, 
er, take it as a sort of allergy. It is, er, of, um, of, of the... my understanding is it’s a 
difficulty in lay terms for people to understand the difference between, um, strictly 
speaking what food intolerance is and an allergy [unclear].
IV Right. Right. Okay. And, um, have you seen any patients yourself, er, coming to 
you thinking they have a, a, food intolerance?
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IE Oh, yes, of course, it’s bread and butter in general practice.
IV Really?
IE Absolutely.
IV Right. Right.
IE It’s a common, very common complaint, um, sometimes as a presenting 
complaint and very often it’s something that appears during an encounter, er, as a 
consequence of, er, other, other secondary complaints, people come up Avith, with 
complaint of nausea, for instance, complain of, of constant vomiting and then you 
interview the patient and the patients very often prompt themselves, so attribute, 
attribute the symptoms themselves to, to a sort of food intolerance along the way.
IV Right. And, um. I’m not sure if it’s, if it’s worth thinking about a particular 
patient or, but, what would you normally do for somebody who, who came to you 
with what they thought was a food intolerance?
IE Er, very often I’m trying to, to just distinguish what an allergy is and what food 
intolerance is [unclear] the understanding because of the fact there’s a lot of 
confusion, um, and it is important to get an accurate history of what, what, what is the 
patient talking about, um, um, if we leave out things like, [unclear] rashes, or sort of 
anaphylactic reactions or [overtalking] that, and, um, people very often complain of 
the bloatedness and the feeling that this tummy has become, you see, bloated, or they 
burp a lot, and they become like very windy, um, or they experience change... sudden 
change in... changes in their bowel habits, er, related to them eating a particular type 
of food, um, but these, these are the easy ones but very often people are not as clear as 
that. And, um, and only in the questioning you might elicit things like, okay, you 
complain of you’ve got... or you’re having problems of bloatedness or indigestion as 
people call it, could you relate it to you having eaten something in particular before, or 
is it when you eat a lot of carbohydrates, is it when you eat a lot of fatty food, or 
things like that.
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IV Right.
IE And then at some point you might elicit some sort of, um, link between 
symptoms and, and food.
IV Right. Right. And do you ever refer people on to, to someone else? I don’t I...
IE Very rarely.
IV Right.
IE I would say very rarely, um, the symptoms usually are not as, um, severe to 
require a, a, a referral, although you might do referrals on, on, on different grounds, if 
you, if, if there is a change in, in, in weight, for instance, or, um, [unclear] sort of, um, 
um, very disturbing change in bowel habit, um, and people sometimes may ask for a 
referral, very often the symptoms are put down, er, um, just irritable bowel syndrome 
I guess [?], and what you thought, er, you put down as a food intolerance they, um, the 
label changed at some point down the, down the line and, and it turns out to be IVF 
[?], which, which is like sort of using, um, a broad spectrum [?] of symptoms, you 
know very well. Um, but, no, the answer to your question is, no, I don’t refer many 
patients on, I do refer it if symptoms are severe enough, if the patient strongly feels 
that, um, they want to see someone, um, at the hospital, or someone with more 
expertise and, and, um, what they perceive the next [?] routine [?] is. Um, but not, not, 
not generally, no.
IV Right. Okay. And, um, we’ve, we’ve been talking just a bit about, um, kind of 
gut symptoms, the, the bloating, the, the diarrhoea, do you find that, um, people, er, 
also attribute things like, um, headaches or fatigue to intolerances, or is that not your 
experience?
IE Er, it is, it, it, it’s possible, but you’ve got to be really, um, open minded and, er, 
experiences people don’t normally, usually make the link, um, if you talk about 
headaches, um, it is [unclear] usually is more in terms of, um, stress proceeds [?], er, 
apart from you see all malignancies, it’s all those bad things that you might think of.
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but, um, once you’d reassured the patient, things like migraine or stress, which is a 
very common complaint, um, then it might come up. Very occasionally you might see 
the odd [or old?] patient saying it could be food intolerance, it could be something, er, 
but using [?] experiences [?], you could be very open minded [overtalking] and, and 
to, to get the sort of linkage.
IV Sure. Okay. That’s great, um, with the, the food intolerance patients that you’ve 
seen, do you find that there are other things going on in their life? Or is it, is it much 
more that it’s very clearly, er, related to their food?
IE Sometimes it’s clearly related to food, I have to say, okay? And if someone tells, 
tells me, well, whenever I eat pasta they experience a lot of feeling very bloated and, 
and, and will really made, er, ages and ages to digest it, um, and otherwise absolutely 
fine and that they have no problems, or if they get fish and chips, something very, 
very fishy or very, very fatty, then experience symptoms. Now and again you might 
get veiy clear cut relationships between symptoms and triggers. But more often than 
not, um, um. I... my guess is, and people who openly complain of food intolerance I 
seem to have more down to it, that, that, that there’s more, there are more issues 
around it, and I would, I have always been wondering whether there is a particular 
typology, typology of patients, um, actually with the symptoms of food intolerance. 
So what I mean is that some people might attribute symptoms to some sort of food 
intolerance, experiencing the same things as anyone else who might otherwise have 
complained of any [overtalking] sort of... so I wonder whether this is some sort of 
personality obsessive behaviour or [overtalking] or some depression, or some anxiety 
disorder in the background, or some family issues [unclear] important [?] and others 
[?] [unclear] [overtalking] sort of food intolerance because you just can’t say, my 
mum [?] told me, or my wife told me that it’s got to be food intolerance.
IV Right.
IE So you, you often to, you, you get to see a bit of, a bit of everything really.
IV Right. Okay. That’s great. And, um, what do you think that these patients, when 
they come to you and say, oh, you know. I, I think I get bloated, what do you feel that
311
they actually want from you?
IE They, you mean, if they, if they are failing to establish a link in between that 
and...?
IV Um, either, yes, either if you failed to find a link or when they first come and 
just is it, is it... I don’t know, is it to do with getting a just a, a diagnosis and a label or 
do you think they are wanting to be better. I don’t, I don’t know. Do you, do you get a 
feeling that there is something that they clearly want from you, when, when they 
come?
IE Er, I, I think it, first of all, the, the, the, um, they, they want reassurance 
[overtalking], and, and they want an explanation, um, whether they want a label, they 
want a diagnosis, right, um, it, it, my guess is, it’s yes, they might want... first, first of 
all they want an explanation, oh, doctor. I’m, I’m experiencing a lot of bloat and I’m 
not feeling that good, a lot... I’m having a lot of indigestion. So they expect it from, 
from GPs, some sort of, um, perhaps an examination, perhaps some reassurance, 
something to explain the symptoms, if that is satisfactory, if they feel happy with that, 
well, that might be the end of the story. Then as a doctor you have a duty to rule out, 
okay, significant pathologies, [overtalking] so you, so you need to go through a 
process of exclusion and an examination, and maybe testing people, um, according 
your clinical judgement, but, but I think people expect you to, er, expect you to 
explain the symptoms in a logical, in a logical, er, satisfactory way and then, yeah, I 
think they want a label in it [overtalking] um, whether it is food intolerance or it’s 
gastritis, or if there is, you see helicobacter pylori importune [?], or whatever.
IV Right. Yeah. Okay. And, and how do you feel about managing patients with 
potential food intolerance?
IE I feel comfortable, once [unclear] come up with a consistently [?], come out 
with a diagnosis, um, it depends very much on just what the symptoms are, and I 
mean, at one side it’s [unclear] significant pathology in terms of, um, a tumour or 
some things like that, and I reassure myself that I’m not dealing with. I’m not missing 
something, a really life threatening condition or something which is meaningful in
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terms of... yeah, um, once I satisfy myself that there is nothing else but just food 
intolerance, just in inverted commas, um. I’m quite, I feel quite confident, um, as I 
said, very often these people just require explanation, and require a discussion of 
symptoms, things like excluding, okay, the, the, the foods they, that we field [?] 
together, with what they’re intolerant to. Um, of certain symptoms in, in, over the 
time, um, I feel very comfortable, I don’t have any problems.
IV All right. Okay. And, um, how about, with, with patients... because we were 
mentioning earlier, um, about ou know the people with, with headaches and, and 
people that come with more, um, functional symptoms, um, you know, the headaches, 
the tiredness, how do you feel about managing those in, in general practice?
IE Um, I think I presume that [unclear] you’ve got to be confident, when you feel 
confident with that you, you have established, er, um, a proper diagnosis, a proper, 
inverted commas, diagnosis, um, which very often in general practice it’s difficult, 
because the problem in general practice is you very often, you work with uncertainty, 
and as I said, in, in a number of cases you could, you could have a very tight, um, um, 
time of relationship between the trigger and the symptom, but very often this is not the 
case, so you’ve got to take everything with a pinch of salt, and you might end up again 
with a different diagnosis to the ones you initially thought of. I think... I presume this 
is the main problem in general practice, if you are confident that you’re dealing with 
someone experiencing just food intolerance I think there is not a problem for a, for a 
GP to deal with that.
IV Sure. Sure.
IE Er, but, er, the problem is to, to, to, to, to establish, um, a consistent diagnosis 
over the time, and sustainable, and logical.
IV Right. Okay.
IE I don’t know whether that answered your question.
IV [laughingly] Yeah, no, no, that’s great. Thank you. And, um, that’s, that’s the.
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the main bulk of the questions, just a little bit about, er, you and, and your practice. 
Um, how would you describe your practice population?
IE It’s very mixed, we... it’s an inner-city practice, um, with a lot of, um, a large 
proportion of transient population [overtalking] we deal with a lot of ethnic minorities, 
particularly Afro-Caribbean, which is almost 40% of our population is Afro- 
Caribbean, um, with a lot of, um, needs in terms of, you see, um, young, young 
mothers, and very [?] needy [?] youngsters, um, it’s a fairly young population, um, in 
terms of age.
IV Sure. Okay. And roughly what sort of size is your practice?
IE Um, in patient [overtalking]?
IV In patient size, yes.
IE We have currently 7,200.
IV Right. And so is that, what, four GPs, five GPs?
IE Well, we... in [unclear] we have seven clinicians, [overtalking] that comprises 
three principals, including myself, um, four salaried officers and one nurse 
practitioner who is also a partner.
IV Okay. Okay. And, um, what, what services do you have access to, either within 
your practice or the, the kind of, um, PCT [?] services?
IE Er clinical services?
IV Yes.
IE Um, well, in-house we, we, um, provide acupuncture, we provide, er, [unclear] 
physiotherapy, counselling services, ecology [?] services, and nearby, because our 
practice is about 200 yards from, er, the main hospital, which is Lewisham Hospital,
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we have a number of services there we refer people to, so it’s very easy, we’re in a 
quite adventurous [?] position in that respect.
IV Right. Okay. And, um, about you, where and when was your, your training?
IE I trained in Sheffield, I qualified in Sheffield, I’m originally from Spain, but I
trained in UK, and I qualified [unclear] in 2000.
IV Okay. And, and do you have any, er, particular specialist interest, or...?
IE Yes, um. I’ve got a special interest in mental health.
IV Right.
IE And drug misuse and homelessness.
IV Okay.
IE For which I do two, er, special sessions a week, and I teach [?].
IV Right. In, in your GP practice?
IE In my GP practice, er, one session, and the other one in a hostel for homeless 
people.
IV Right.
IE And people with drug misuse problems.
IV Okay. And, um, so you’re, you’re a GP and you have this other role. Do you
have any other roles? Are you connected to universities or, or, or anything?
IE No, I’ve got a master’s degree, um, in general practice, in 2003, um, um. I’ve 
got an interest in research, but at the moment, because of other commitments and
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family commitments I’m not doing any sort of research at the moment.
IV Okay. That’s great. Okay. Well, that was, that was all my questions. Is there 
anything else you wanted to ask or to add, or...?
IE No, but I just... it sounds quite a very interesting research question and an 
interesting study. Is it towards a PhD or...?
IV Um, there’s... well, it’s a... [tape ends]
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Patient Interview Transcript (Participant 2)
speaker key
IV Interviewer
IE Interviewee
IV ... if I record this?
IE No problem.
IV Oh, that’s wonderful. Thank you very much. So, um... as we spoke a little bit 
before -  the interview’s about, kind of, food intolerance and the symptoms that you 
get, and how it affects you. So, perhaps could you... could you start by telling me 
what symptoms you get?
IE Well, it’s a sort of a lifelong thing, really, and it’s um... it’s a very... uh... quite 
severe nasal blockage.
IV Right.
IE Um... I mean, I did, as a youngster, have a sinus operation when I was about 11. 
I mean. I’ve had lifelong problems with blocked noses and uh... from the point of 
view... so severe that I have to breathe through the mouth. Um... and sort of wake up 
in the night, sometimes in a panic, because I’ve stopped breathe... you know, because 
I feel I can’t breathe. That... that sort of stuff, you know. So, it’s always been sort of, 
you know, very, very severe nasal stuff. I went into hospital 18 months ago, and I 
can’t remember the name of the procedure now, but I had um... I had some sort of 
tissue taken out of... to aid breathing. But um... the only thing that’s ever worked 
with it, is a completely deplorable medical remecfy, and that is to take a nasal spray, 
which I know you’re only supposed to have for a couple of weeks. But I’ve been
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taking them on and off for life.
IV Right. Oh, my goodness. That’s... and, and so it’s kind of... you’re saying that 
it affects your sleep, so you kind of... you wake up with that kind of startle, can’t 
breathe feeling?
IE That’s right, yes, yeah.
IV Yeah. And during the day, does it... does it affect anything else?
IE Well, of course, when I’m conscious in the day, I don’t get that, but I... what I
do find, and particularly in... um... uh... when I go from one extreme temperature to 
another, um... or if I’m in a smoky room, or, or sometimes when it’s sort of um... 
indoors, or in central heating, that sort of thing, um... I’m more likely to get blocked.
IV Right, right. Okay. And so... And you say, this is kind of lifelong? Was it a 
childhood thing as well or kind of early adult? Or...?
IE Well, I mean, I don’t remember much about it being a problem in childhood, but 
I would say from, you know, sort of... yes, early adult life, I would say - early 
twenties.
IV Right. Okay, and so, you, [cough] sorry... you, you have the nasal spray? And 
how often would you say you use that?
IE Less since I had this surgery, but I have to say I use the nasal spray one and a
half times a day, so, you know, sort of... sort of... uh... ten times a week.
IV Right, right. Okay. And, and the surgery -  sorry, could you explain a little bit to 
me again about the surgery? What did they do?
IE Yeah, the Doc... oh dear. I’ve lost the... it’s a big word - 1 can’t remember it - 
but anyway. What... When I went in to see the consultant who said that my um... 
what’s that thing that goes down the middle of your nose?
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IV Oh, yes.
IE You know what I mean?
IV Yes, I do.
IE Anyway, he said it was bent. Um... and I got the feeling he almost said that 
before he looked at it, but anyway. So he says, I can straighten that up for you and 
that’ll improve things. So I had surgery on it where he sort of... he straightened it out 
by, by sort of, cracking... cracking it a bit, and um... just sort of straightening it out. I 
must admit that for several months after that piece of surgery, it was a lot better. I 
could go for a day or two or three without a spray. I mean, he made it quite clear to 
me that I was doing more harm than good with the spray. But... and I thought, ooh, 
this is the answer, you know, it’s... he’s cracked it. But sort of six months on, it’s 
started coming back again.
IV Right, right. And so, so what do you think causes this kind of nose problem, this 
breathing problem?
IE I think it’s... I’ve got a feeling that... I’ve got a feeling that it may have 
something to do with my diet, because um... and this is what... I think I put in the 
questionnaire, I think that I’m worse when I’m eating a lot of cereal.
IV Right. Okay. And when you say cereal, do you mean kind of, all grains? Or are 
we talking cereal... not just cereal, as in breakfast cereal, but cereal as in grains, or 
both?
IE No, I don’t . .. I think, probably, more to do with cereal grain. I think. And, and 
well, it’s either that or it’s the... it’s the daiiy part to it. I... I mean. I’m very, very 
partial to cheese, and of course milk on cereals and what have you. And I know that... 
I know that if I... But you see. I’m not mad on meat either, so... But I know that if I 
steer clear of cereal and cheese and drink more water and less tea - because I’m a tea- 
aholic - then I tend to have... I’m sure I have fewer symptoms.
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IV Right, right. And so, what... what led you to first think, think, you know... 
focus on... on dairy and grains and cereal?
IE Because I... it was a heavy... very, very heavy and sort of regular part of my 
diet, and I stopped it for a couple of weeks. But uh... and I... well, I stopped it for a 
month actually, and... whether it was psychological or not, because it was a theory I 
had, and therefore my theory was being borne out, I don’t know. But I...The 
symptoms did ease but my, sort of... I didn’t like what I was eating instead, and so I 
thought, well, you know. I’ll put up with the nasal problems; keep the nasal spray 
going and eat what I want to eat.
IV Right. That’s... that’s fair enough. But um... but, again, on, on... when you 
decided to stop for a month, do you remember what made you think of this... this link 
or this theory of...
IE Well, it wasn’t, ah, there’s a link there. It was a, I wonder what it is? Um... is it 
because I smoke? Um... maybe. Is it something I’m eating? And I thought, well, I do 
eat cereal every day and I do love to... I really do love cheese, and so I denied myself 
those two. Now, whether it’s one or the other, or both, I don’t know. I denied both as 
an experiment; purely as an experiment. Not based on a hunch, but that the... you 
know, faced with, it could be smoking or it could be food, it was easier to go for the 
food one, being a smoking addict.
IV Right. I was going to say, do you smoke? So, you do smoke?
IE Yeah, I do.
IV Right, okay. So that... yeah. Okay. And right, so... But you say... so you tried it 
and you felt a bit better throughout it, but you didn’t like the alternatives? Um, you 
missed the food that you cut out? So now... now do you... do you avoid it at all or... 
sometimes?
IE You know, I think I’m at the time of life where I’m so accepting of most things
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that I just live for the fact that I’m taking a nasal spray which I shouldn’t be, and 
eating the things I enjoy eating, you know. And it’s not... uh... I mean, it would 
be...it would be debilitating severely if I didn’t take a nasal spray. I know it would. 
But, you know. I’ve got this, sort of, easy get out, and I take it. And... and the ... the 
relief of the spray within, probably, about half a minute, is absolute bliss.
IV Right. Right. So, it works well? This is a good kind of balance for you?
IE The difference between a good night’s sleep and waking up in the middle of the 
night blocked, is a puff of the nasal spray.
IV Right, right. And did... when you’d cut out that... when you changed your diet, 
did you still find you needed the nasal spray?
IE No.
IV Right. Not at all?
IE No.
IV Right. And at night? Did you still wake up?
IE No, because... no, because... um... no, because if I feel that I’m clear before 
I’m ready to sleep, I don’t bother with it. If I feel there’s half a hint of it, I do. Now, 
during that period, I just felt very clear. So I didn’t have any anxiety. So I didn’t take 
the spray. And what happens these days is that I... you know, I play a hunch and 
think, oh. I’m okay tonight, don’t take the spray, and wake up. I mean, it could be all 
wretchedly mental.
IV Yeah, yeah. And do you find... Are your symptoms ever much worse if you... 
now that you’re still eating... you’ve gone back to your original diet; do you find... I 
mean, do you ever notice whether or not they’re worse if you’ve had a heavier grain 
or dairy day, or that...?
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IE No, I’m not able to... to know that at all.
IV Right. Okay. Well, that’s great. And with the spray...? I mean, when you say 
it’s... it’s... you know, you’re only supposed to have it for a couple of weeks -  what 
sort of... what sort of side effects are they talking about? Do you know what...?
IE Well, apparently, it dries up all the membranes and... uh... um... it’s... it 
damages the... the lining of the nose and the tissues within the nose, and uh... and 
according to the consultant, in the long term, makes the problems worse.
IV Right. But for you... I mean, weighing up what you know about the nasal spray 
and using the nasal spray versus the diet, you know, the change in your diet, this is... 
you’ve chosen nasal spray versus changing your diet? Yeah?
IE Right. Absolutely right, yes.
IV Right, okay, and I mean, how... how do you feel about that?
IE Okay. I feel a bit... I’m... perhaps a bit like a diabetic, you know, lives 
normally as long as he either watches his diet or, in other cases, needs to inject, you 
know. Uh... it sort of... the spray keeps me healthy, if you can see what I mean?
IV Right. Yes, yes. Okay.
IE Even though it doesn’t.
IV Yes.
IE Even though I shouldn’t be doing it.
IV Exactly. It’s that kind of short term versus something that they say will happen 
long term. Yes, of course. And okay... so, with your... with your breathing problems, 
you went to your GP and you also saw the specialist who did the surgery. Did you 
ever go and speak to anyone about food intolerance and stuff, when you were trying
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out this change in your diet? Did you...?
IE Never.
IV Never?
IE It never was suggested either.
IV No? No. And you would... do you think that’s something that you would ever 
do?
IE I would. Um... yeah. I mean, yeah. I mean, if somebody said to me, look, um... 
uh. I’ve got a very strong theory here that if you eat um... processed cheese, your 
symptoms are going to be as they are, and if you stop eating it, you’ll be symptom 
free, or partially free. I’d say, well, that sounds a good idea. But, I mean, no, it’s never 
been explored with me. Ever.
IV Right, right. But at the moment... I mean... I suppose what they would say 
anyway is, you know, cut out your dairy and your grains, but actually you’ve done 
that, and it’s you... you prefer to manage it this way than...
IE Yeah. But that was, sort of um... that was being... that was sort of proactivity 
on my part. Nobody had suggested that to me, and I have seen, certainly, GPs over the 
years... over the years and many times, been referred many times for x-rays, sinus x- 
rays and what have you, to be told uh, there’s nothing we can do, but don’t take those 
nasal sprays because they’re not good for you.
IV Yeah. I mean, if, if somebody else had said to you - I’m just trying to work out - 
if somebody had said to you, um... you know, actually, the dairy and the grains are 
definitely causing it, cut them out and it’s fine, and ... would you, would you find... 
do you think you would be more willing to, or more likely to stick to it then, rather 
than it being your own hypothesis?
IE Without a shadow of doubt.
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IV Really?
IE Mm. Yeah. Because I didn’t believe in my own theory, I suppose. And who am I 
to know? If somebody in... with expertise, would have said to me, look this is your 
problem, sunshine, this is what’s doing it, this is the reason you’re all blocked up, stop 
eating that stuff and you’re going to certainly feel a lot better. Now, do you not feel a 
lot better, because I don’t feel ill, but feel better? Oh yeah, I would, without doubt.
IV Right, right. That’s interesting, yeah. Okay um... Now, had you ever thought of 
any...? I mean, we’ve talked about smoking as a possible cause, possible other cause. 
Have you ever thought of any other ideas of what might be responsible for your, your 
nasal problems?
IE Smoking.
IV Just smoking?
IE Well, I’m sure that... I’m sure that smoking makes it worse, yeah. I can’t 
believe that it doesn’t. I’d be in total denial if I was to think, well, it’s nothing to do 
with that. It’s got to be, so it’s a poison, and um... it, it can’t help. The only thing I 
would say is, the only thing I would say is that lighting up doesn’t exacerbate it.
IV Right. So, with each cigarette, you don’t... you know, you don’t get an 
immediate response, or anything like that? No?
IE Oh no, no, no. I mean. I... I... I relate the two without doubt, but in terms of any 
impact that lighting up a cigarette has on the blockage, I don’t see a connection.
IV Yeah, yeah. Okay. Um... I’m just thinking. Going back to what we were just 
talking about, about, you know, somebody else saying to you, about food 
intolerance... Did you ever - while you were experimenting - did you ever ask your 
GP or anyone else about it? About the possible link, or is it just purely yourself?
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IE Yeah, that was... I’m sure that was just out of glossy magazines and, and, and 
an idea that I had and uh... um... I mean. I’m sure that I must have raised diet with 
the GP over the decades, and all I can say is, while I was dealing with the service, I 
don’t think I ever had a very positive response about pursuing that line. And maybe, 
that’s because when I was doing that, GPs had, perhaps, not a great understanding 
anyway.
IV Sure, sure. Okay, that’s good. And um... just a little bit about, kind of, you and 
diet in your home life. Are you... do you live with anyone else?
IE Yes. I live with my wife.
IV Right. And who does the majority of the cooking for you, and your food?
IE My wife.
IV Your wife does. Okay. And how did she feel when you were... well, how do 
you think she felt when you changed your diet?
IE Well, I think she was quite pleased that I was able to say I was feeling better, but 
as being afflicted... as being, you know... I wasn’t impinging any pain on her by 
being inflicted, so I don’t think it had a great impact that I was better for it.
IV Right, right. Okay. And, and when you kind of cut, cut out the cereals and stuff, 
was it affecting her food, or her kind of diet, over the weeks?
IE No. No. It wasn’t at all; because it was... it tended to be sort of snacky meals 
rather than the sort of main meals where we pursued different diets.
IV Right, right. Okay. And just kind of rounding off the kind of things that I need to 
ask, um... Obviously, you’re male. Can I ask how old you are?
IE 64.
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IV 64. And are you currently working?
IE Retired.
IV Retired. And what, what did you do?
IE I was in Social Services, child protection.
IV Social services. Right. And you’re in Norfolk. Okay. And do you... you live at 
home with your wife, and anyone else living at home with you at all?
IE The cat.
IV The cat! Now, you don’t think the cat could be causing the problems at all? 
[laugh] Lots of people have kind of nasal reactions to cat hair, don’t they?
IE I don’t think so. I think the nasal problems preceded cats.
IV Okay, so he’s safe for just now, then. Okay, that’s great. Was there anything else 
that you thought you, kind of, might want to say? Or anything that you think’s 
important about all of this?
IE Not really. Um... I mean, no, I don’t think so. I mean, I would... I can live with 
this disability, if you can call it that, I can live with it, and I’ve accepted it, and it’s 
not, as I said, debilitating. However, having said that, you know, and I suppose it’s 
why I filled in the questionnaire, and why I’m very happy to talk to you, because I 
mean, if there’s any way that there’s any advances made in relation to problems 
caused by allergies and what have you, it’s great. It’s fantastic and, and even at this 
stage in my life, you know. I’d rather do without the nasal spray, but... I’d certainly 
rather not have it and have clear nasal passages, you know. And if somebody was to 
say to me, look, we’d like to have a look at you because we think there might be a few 
interesting lines of enquiry, you know. I’d say yeah, great.
IV Yeah, yeah. But it’s interesting that, you know, having tested it, and felt better
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for the change of diet, you still didn’t believe your own hypothesis. I find that very 
interesting.
IE Yeah. Um... yeah... I think that’s... I think that’s something to do with 
immaturity.
IV At 64! Yeah.
IE I think that’s about, again, for comfort, and using the artificial backup to counter
it.
IV Sure, sure. Great. Okay, well thank you very much. Was there anything else you 
wanted at all? Anything you wanted to ask me?
IE No, I don’t think so. I can’t think of anything else. Um... I mean, I don’t . .. you 
know, I suppose... yeah, I suppose one thing that’s intrigued me, maybe because of 
the work I’ve been in, I don’t know, um... Oh, by the way, it definitely is worse when 
I’m stressed.
IV Oh, right.
IE Yeah, definitely.
IV Okay. What kind of stress? Work stress... ?
IE Yeah, because I was just thinking... I just got a connection there with work.
Yeah, I think um... if I’m expending a lot of nervous energy, it’s worse. And um...
yeah, without doubt, that’s true. I remember, sort of, being in lots of situations, okay, 
in closed rooms and what have you, and in sort of quite, sort of, difficult case 
conference circumstances or what have you, or in court, and that sort of thing, and 
coming out feeling very, very, sort of, blocked. Yeah. What I was going to say was 
that um... whether it’s to do with um... you know, or whether some of it is 
psychological. I mean, I don’t know. It may... well, it is possible... I mean, it’s pretty 
obsessional, I think, for me to take a sniff before I go to bed and think, am I going to
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get through the night or not? Should I take it? You know, it’s a bit obsessional. And 
so, whether, you know, it’s a, you know, partly psychological, I wouldn’t care to say, 
really.
IV Right. I mean, would that... would that bother you at all? I mean, if, if... even if 
it is psychological? I suppose with the nasal spray affecting your nose... but 
otherwise, if it works, does it, does it bother you that it’s a psychological thing versus 
a medical thing, or...?
IE No, it doesn’t. No, it doesn’t really. I’m ... you know, at 64,1 am what I am and 
I don’t think I’m going to change anything about me now. I think... just the other 
point um... I’m quite happy to tell you, that I’m a recovering alcoholic. I stopped 
drinking 17 years ago.
IV Wow! That’s a long time.
IE Yeah. But I... you know, I still take the view that I’m one drink away from and 
uh... so there’s a [unclear] in my personality which is that, you know, of the 
obsession, you know, a bit obsessional. And so maybe... I mean, maybe, in the same 
way that I took alcohol really, which was... I took the alcohol... I mean, I took it for 
all sorts of reasons, but including, took it to think, have I had enough to go to sleep 
tonight, sort of thing? So, you know, I think... so, I got a nasal spray which says, am I 
going to get through tonight? You know, I make a connection there.
IV Yes. So do you think...? I mean, do you think your sleep is disturbed by other
things as well as your nose?
IE No, I sleep ever so well.
IV Right, right.
IE Yeah, I do. I sleep... there was a time when I didn’t think I could sleep without
alcohol and now I... I... um, I rest very easily.
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IV Right. I was just interested with... because you make the connection with, you 
know, without a drink, would you get through the night? And then also, without a 
spray, and I know you know, the spray is clearly... you connect it with the nose and 
waking up with that feeling, but just to have had the same kind of thoughts going 
through your head with drink as well. Or do you think, was it more of a, kind of, 
um... a dependency thing with alcohol? Would you wake up...? When you were 
worried and drinking, did you think...? Was it more of a, will I get through the night 
without wanting another drink? Or...? I’m just trying to work out...
IE Yeah, I think it is. I think they’re very similar. Very similar, yeah.
IV But different reasons for waking up, but still... still about the night?
IE Yeah. Well, actually, I hadn’t really thought about it too clearly and too deeply
until now, but I think there’s a very strong connection there.
IV Yeah, yeah. It’s interesting.
IE You know, because I don’t think much changes. If you’ve got what I call an
illness called alcoholism, I don’t think the illness goes away; it’s there. It’s just that 
you... you know, one copes with it by not drinking. And you know, maybe the same 
thing applies to a nasal spray, you know. You stop drinking, and for a fortnight it’s 
hell, um... and then it gets better.
IV Yeah. But 17 years is an amazing, amazing time.
IE Yes, a long time, isn’t it?
IV Yes, yes. A lot of one days at a time, isn’t it?
IE Yeah, it is. It is. But it’s a... now it’s a great life.
IV Good, good. That’s great. And with retirement...‘cos you talked about stress as
well... With retirement, do you find that you are less stressed?
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IE Infinitely so, yes.
IV Right. So you’re not getting that same... especially not in the same sort of 
situation of the closed room, and a very tense atmosphere. So that’s... that particular 
example won’t happen anymore.
IE Absolutely right. I would say the last 15... well, certainly, the last eight years of 
my life have... you know, in so many respects, been the most, sort of, uh... um... 
enjoyable, satisfying, serene sort of time of my life, really. When I say serene. I’m 
very active still [?]. I run marathons and things like that. So, it’s serenity in the mind.
IV Yes, exactly. Rather than... Yes. Oh, I’m looking forward to it! A few years yet, 
but I’ll get there. That’s wonderful.
IE I mean, don’t ever turn down the opportunity of going early.
IV Yeah. Sounds good, sounds good. Okay, well, thank you very much for taking 
part in the interview. Was there anything else, at all?
IE I think that’s all.
IV That’s wonderful. Thank you very much again and...
IE You’re very welcome.
IV Great. Okay.
IE All the best.
IV Thanks, bye-bye. Bye.
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Appendix 6
332
The negative account of food intolerance
‘Sorry, but I ’m allergic to faddy foodies’ published Thursday 20^ September 2007 in 
the ‘Femair section of The Daily Mail.
*
W W W -
0
4Armci' Æ3Ê
__ ___
« ""MM#**
mSI ' jler^ic to
 TT2:##ki#f j,
r  WM awM* W ,*  **»"»
AMIMi### #  1^1 w T  M  I l*N I # W 'I fill 
Twm»# < * 0 #
*41 '# ,^  «f <MÉ%% *W
#*4^ #%#L*i -jsf 6*My "»
JN #  i i( i # k # # L # # P A j l J  ! 
:àP@#:;i#Si#IÜij0RK#' WWIÿ 
* n ;  r jm *  « f /* ! . . ;  .6 * $
4*  "#& ^  a # # /L4 Cw:.^  f :&W45 *)'»#'my /w tya*"#W 1*4 Mf "NTifW -'■••-
^A d :y  V  *• v 4 / * M i K%K -n#r04i w.#f. vv" *wg  ^ 4WWWK: #W%
f f p o - ,  ' r  1 ^■'
V 'sr»' «fjegA W ***''* ' :
4(f f f ,/ "%*' # # r a #  AAfr^#» "- 
:y  f f  iTv* r 'yT"^* r# *» f?4f -['
T fw w o #  # f * "  # t* #
g r i , ) ; y  Ÿ'
h$& *  t * a #  6 < r * '. x *  kt.4 tfyWiMW-HAaf. f<X«*KV4 - '
CO *
WM*'«NK # f f )  1* ^
###
4W *  jf
At.K. I Yl« lWK'4»f 't»
'-.*4 kiww to 4t- % y.'.'..4f w  mw» % »  *#A c;y, *
uirnna .:
*«#M r*cW i «mAiTxM** W M M PW w m .# 
w * « ri m r 4 t
' '  f m * * f «M #*. f w # **#  W iM*h 4 KUi'ew»k'm«/*#«' *4'mA m, W»wgk4:fiM* *«)d# A19.'/ *f#' Wh#*ri jwrn*
.^ (4 *# #f%. «W '
fMk«»iw*arwcll» '
k ^ M r t w w *, «««a#**#-##*»**#: ***u*#NM 
« * * » « * * «  i w *
Tli*X#l«MK%W»4W*m*r**wm.
\A * W * L
f *m#KWMMTt I f*#W* A* 4<*IW» »#* 
« # # # * %  4  4 # w # #
M w i  # iw «
#\#ow4*# I *wwf «mwwc*.
* * * * * *  * t 4 W * LIfNNm. WM #*»#n*mwi*#fL,A*#*W4f 
f f n r — t pasr A* * ##*40* #«*(# « <M"W4«*i#* » IWnmpm.*) g«Nw»*n,
aWM. *4#*# fw WMkMMmmWe^^ tumtit m^im
i c a f d  y K  tp *<omfW*w4k,«wm*r#^  *a **w«
•, ' .  « ' ^  * .  J v« - •
»msi»t!mvatwf f.oee Nim*«i**4«*i.*^ 4w**4piv
Ï 3,ÔÔÛ #  i J t i 4 ^  w (4  îrÆ'«?4f'
(%*w * *wt ##(##* I Nh* MNKVd
S m  «MP, a f  m y
 ^ Î awn m>w mcff muw*n*wK 4Wih««Mmi4#4i*»*iww ma**
o*wy#* a*&wf «W  '.yfcyy m«* ar« <w«mB® *ac ^ «C mw MMwmOffyt'
. .N . . .  J ,  . . . .
Sc* rfVa'y48p4»c!s«-m«<Wteo ■», fy»y>
*Mwv>na W
4W!MWWwR$l*WAÆwaKw«kK«»w»^ *»« 
lîammy maek wfSe# lit»*'
> « Î M > «>)( ^
* * * * * *
333
Sorry, but Fm allergic to faddy foodies
By CAROL SARLER
Have you got a food allergy? Or perhaps a food intolerance? Or are you one o f those who don't know the 
difference, but who will claim either or both to cover the truth - that you are just a picky eater? If that sounds 
like you, here is this week's news: you've been rumbled.
Three million Britons, say researchers, are suffering from so-called food intolerances that are no more than a 
figment o f an over- heated imagination.
I am not surprised to hear it. Once upon a time, if  only in the name o f politeness, people ate what you gave 
them.
Today, in epidemic proportions, the fun has been stripped from dinner parties by guests who seem to think it 
makes them special to switch on their serious face ? usually just as you put food in front o f  them - and say: 
"Oh, I'm so sorry. I'm afraid I can't eat that." Can't eat, won't eat, more like.
Sometimes they keep it mysteriously vague. "I'm really not supposed to..." is a favourite, darkly implying a 
medical condition under strict and expert control when all they probably mean is that your whipped cream 
will bust their self-imposed day's calorie count.
Sometimes, after three rounds with their laptop search engine, they are delighted to be quite specific. 'I have 
a wheat intolerance,' they chirp brightly ? which, I grant you, is possible, but does not explain why no one in 
your circle suffered the condition ten years ago and now at least half o f them suddenly do.
And, goodness, how they boast about it - they revel in the status conferred upon them by their 'problem'. By 
their sickness are they made interesting.
So not only have they rudely recoiled from the meal you spent all day preparing, but they are going to ruin 
the rest o f the evening by talking about matters medical, for all the world as if  any o f us really cares.
Our own illnesses are scary, our loved ones' illnesses are scarier still and everyone else's are boring. But this 
rapidly rising population o f food faddists lives in a world where nothing carries quite the gravitas o f  
pathology and you, my healthy friend, are going to spend hours listening to all the wretched details.
Those who will begin an evening dissing your cooking by claiming allergy or intolerance (for the record: the 
first may kill you, the second won't) are invariably also those who will move swiftly on to a discussion o f  
their cholesterol level.
Over dinner! Should your eyes sensibly glaze over, they will insert their fascination with clinically termed
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dysfunction into pretty much any topic that comes up. These are people who never have badly behaved brats; 
they have Ritalin-munching 'victims o f ADHD'.
They have never met a sorry drunk; they are all too familiar with 'alcoholism'. Their cousin who practically 
camps out at the bookies isn't a pathetic lout with a lamentable absence o f will power; he is, o f course, an 
'addict'; and they will never, ever, be unhappy if  there's the more fashionable option o f  being 'clinically 
depressed'.
About the only thing that will distract them from their proud litanies o f self-diagnosed disorders is when you 
try to add cream to their coffee.
Sorry, didn't you know? They have 'issues' with dairy products. So we're back to where we started.
Like any host known to set a fair spread, over the years I have tried to accommodate particulars about.my 
friends' eating habits that I know to be important.
All right, once - but I swear only once - 1 did use a chicken stock cube in a vegetarian's supper (it was raining 
too hard to run to Tesco for the veggie version, honest guv).
Anyway, she didn't notice, so I crossed fingers behind my back that what you don't know can't hurt you.
And once - this was even less excusable - 1 forgot that one o f my guests was Jewish and remembered I'd used 
bacon in the pate halfway through the starters. On that occasion I confessed, to stop him eating more.
But he was lovely about it. He swore that the sin was knowingly to eat pork and even said how delicious it 
had been. Ah, those were the days: manners.
For some guests, however, the question o f ingredients goes way beyond courtesy or thoughtfulness: it might 
be a matter o f life or death.
I have two friends who are permanently armed with an EpiPen, with which they can self-administer 
adrenaline to prevent the anaphylactic shock that could kill them should they ingest even the smallest amount 
o f fish.
Now, as you can imagine, I take cooking for them very seriously: I hardly want to be the one responsible for 
a crisis or worse. And to be properly careful might be harder than you would immediately think.
Naturally, I am not going to thwack down a plate o f haddock in front o f my fish allergic friends ? though, 
euriously, that would actually be safe in that they would just say no.
But some things are trickier.
Take, for instance, an innocuous looking beef stew, in which my secret ingredient is half a bottle (truly - try
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it) o f Worcestershire sauce before a long, slow cook. Yet if  you look at the small print on the label, it is rich 
with anchovies. So, when I cook for my fish-allergic friends, I leave it out.
And it is that vigilant caution for the real health problems o f others - more important, by far, than the mind- 
numbing tedium of people trying to make themselves sound interesting by claiming allergies that don't exist - 
which I fear might be dangerously threatened.
Even the best o f hosts is getting fed up with lists o f no-nos from dinner guests. Long before this week's 
research was published, we were well down the road to disbelief. .
And when people cry w olf too often, it is only natural that we get careless or even downright naughty, as 
with my chicken stock cube.
How long, then, before someone becomes equally careless with, say, a spoonful o f peanut oil in a Thai curry 
or a smear o f  beaten egg to crisp up a pastiy crust, the little flourishes that could kill if  given to people with 
allergies?
Only by reserving our care and concern for the very few cases that deserve it shall we avoid a potential 
tragedy.
For the rest, I am coming around to thinking that my father was right all along: "You, young lady, will eat 
what you're given. And be grateful for it. There are children starving in Africa, you know."
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The positive account of food intolerance
7 loved chocolate and cappuccino. But then a DIY testing kit told me they were 
making me z7/’ published on Tuesday 1st December 2009 in the ‘Good Health’ section 
of The Daily Mail.
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/  loved chocolate and cappuccino but then a D IY testing kit told me they 
were making me ill, reveals Fay Ripley
By Isla Whitcroft
Waiting to appear on a live TV chat show, actress Fay Ripley suddenly realised she was in serious trouble.
'Without warning, I felt as if  I was going to faint,' says Fay, star o f  hit dramas including The Return Of 
Reggie Perrin and Cold Feet.
'My heart was racing and my hands were shaking. I started to sweat and then I was hit by a wave o f  nausea.
'I knew it couldn't be a panic attack as mentally I felt fine, so I desperately tried to think if  I had eaten 
something dodgy, but all I'd had was a cappuccino.
'Looking in the mirror, I remember saying to myself: "I just don't know how I am going to do this". But, 
somehow, I managed to get through two shows back-to-baek, although I'm still not sure how.'
That incident earlier this summer was in fact the culmination o f six months o f vague but increasingly severe 
symptoms, ineluding stomach cramps, headaches, nausea and sickness. These had left Fay exhausted and 
worried about her health. 'At first the symptoms were low level and non-specific,' recalls Fay, 43. 'They were 
all easy to put down to something else.
'When I had stomach pains, I thought it was a bug picked up from the children. If I had a headache, well, I 
had been working too hard and what working mum doesn't have the odd headache, anyway?
'But as the symptoms got worse I began to worry more. I went abroad with the children and spent a day here 
and there in bed being sick or with bad stomach aches.'
Not long after her TV experience. Fay went on a family cruise. 'For most o f the holiday I was quite ill,' says 
Fay, who lives in London with her husband, actor Daniel Lapaine, and children Sonny, three, and Parker, 
seven.
'It was all the usual symptoms but worse: I was light-headed and dizzy, had stomach pains and an upset 
stomach. With young children I had to get on with it but I spent most o f the holiday feeling like some old 
maiden aunt moaning away and resolved that when 1 returned I was going to have deal with this problem for 
good.'
Back home. Fay thought about seeing her GP, but decided not to. Six years ago she'd suffered a bad bout o f  
food poisoning which left her weak and with stomach pains for weeks afterwards.
'I had a long, drawn out few months o f tests, with no conclusive diagnoses,' she recalls. 'It seems laughable
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now, but I even started to worry it was stomach cancer.
'Finally, I bullied my GP into referring me to a eonsultant gastroenterologist who listened to my history, took 
one look at my pale face and dull eyes and worked out what was wrong without even examining me. I have a 
wheat intolerance.
'He told me to stop eating wheat as it is hard for us to digest even when we are well. When we are unwell, 
such as after food poisoning, it is too difficult for the stomaeh to cope with and it doesn't pass through the 
body efficiently.
'It hangs around producing bloating, pain and cramps, which leads to the exhaustion. I took his advice and 
stopped eating wheat.
'Overnight my symptoms disappeared and I felt 100 per cent better. It was like a miracle.'
She had stayed o ff wheat ever since so knew her latest problems weren't eaused by this; and six years on, she 
wasn't convinced she needed to see a GP, either.
'My symptoms were so vague and would come and go. I felt that if  I went back to the GP I would go through 
exactly the same process as before o f inconclusive blood tests, stomach examinations and vague mentions o f  
viruses or IBS.'
Then a friend who suffered from food intolerances mentioned a new test, the Food Detective kit. This tests 
the blood for the presence o f  protein called IgG (Immunoglobulin type G) - the theory is that the body 
produees this when you're intolerant to a foodstuff.
It is a controversial area - many doctors and health care professionals question whether testing IgG levels can 
be used to diagnose a food intolerance.
Indeed, in July 2007 a House o f  Lords report on information and treatment o f allergy and food intolerances 
noted: 'We are coneemed that the IgG food antibody test is being used to diagnose food intoleranee in the 
absence o f stringent scientific evidence.'
But Fay, while initially sceptical herself, was keen to explore every avenue.
'My friend had spoken highly o f this new kit. I'd also spent time reading about it and could see that there was 
solid research behind it,' she says.
The kit consists o f a blood prick test, which you then 'wash' through a couple o f different substances before 
dropping it into a tray containing around 60 different foods placed in numbered wells.
The claim is that colour changes indicate an intolerance to that food.
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'Once I'd plucked up the courage to use the finger pricking device, within 40 minutes I saw quite a few 
changes on the tray,' says Fay. 'The readings indicated I was mildly intolerant to egg white and cocoa beans - 
which horrified me as I love chocolate.
'The test also showed I had a severe intolerance to cow's milk and my heart sank.'
Fay had relied heavily on dairy produce since giving up wheat. 'I adore cheese, particularly cheddar, and I 
love ehocolate,' she says cheerfully. 'Because I couldn't eat wheat, my pudding on a night out would be ice 
cream.'
But deep down the test result made a lot o f sense to her. 'I was always ill on holiday, especially abroad. I 
used to blame it on the water, or a dodgy meal, but the truth was that I'd love nothing better than sitting in a 
café drinking cappuccinos and treating myself to a nice big gelato.
'The attack in the TV studio came after I drank a very large cappuccino on an empty stomach. It all added 
up.'
To make doubly sure. Fay went to her GP and asked for a blood test to confirm the findings - he sent it off
for analysis and the result came back as conclusive: Fay was intolerant to cow's milk.
An intolerance is very different from an allergy, which causes the body to produce too much o f the protein 
IgE (immunoglobulin E).
Typically, an allergic reaction will occur within a few hours o f eating the problem foodstuff, and the
symptoms are far more severe and can even be life threatening.
They ean inelude rashes, hives, coughing and severe vomiting. Only 2.5 per cent o f the population suffer an 
allergy, the most common o f which are to shellfish and nuts.
An intoleranee, on the other hand, is not life-threatening, causing low level and wide-ranging symptoms, 
sueh as eezema, stomach bloating and headaches.
No one knows just how many people have a food intolerance, indeed some may think they have an 
intolerance but don't.
To further cheek the reliability o f her results Fay asked her husband Daniel to take the test.
'I did wonder if it was the sort o f test where everyone ends up being intolerant to something,' she admits. 'But 
Daniel was clear. Admittedly, there was a twinge o f jealously that he can eat what he wants and I can't!'
As it had done with wheat, once Fay cut out dairy all her symptoms disappeared. She decided to taekle cow's 
milk before giving up cocoa and egg white, which had shown a much lower reading.
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'As part o f the package, I was offered advice from a nutritionist,' she says. 'I had a chat with her but as I'd
dealt with my wheat intolerance in the past I was confident I could manage it by myself.'
But the transformation didn't come easily. 'All my favourite things, the cheesy, pastry, creamy, chocolate 
treats I loved to eat, contained dairy.
'Even the recipes in my cookbook, Fay's Family Food, used cheese,' laughs Fay. 'But once I'd aecepted that I 
had to give it up, I adapted quite quiekly. I found a sheep's cheese that can substitute parmesan, a good dairy- 
free ice cream, and I can use goat's milk in baking.
'I believe many o f  us live with these low level non-specific symptoms for far too long. 'We get used to it and 
even if  we do go to the doctors - they'll often struggle to make a diagnosis anyway.
'But whatever inconvenience there is in giving up dairy, it is far outweighed by the sheer delight in being free
o f pain and diseomfort for the first time in nearly a year.'
The F ood Detective, £50, can be fo u n d  a t www.food-detective.com
